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Introduction

by Davxd M Garner, Professor of
Psychiatry, University of Toronto

The recent surge in professiont

and public concern about eating disorders has led to
the appearance of innumerable books on the topic.

Although some of these have served a useful pur-
pose;, the sheer number ensures that many are

redundant. In addition to books for professionals,

there has been an abundance of personal accounts
that have been overly simplistic and, as- I will
mention later, that indirectly may have had deleteri-
ous effects. The social significance of the widespread
fascination with these disorders leading to the array
of publications is an interesting area for sociological
speculation in its own right. Moreover, it certainly

raises thie standard of expectations for any new
contribution. In light of this admonition, Dr. Levine

must be congratulated for writing what I believe to
be the best book that I have seen to date aimed at

those who may not be familiar with the disorders of
anorexia nervosa and bulimia (the latter term will be

known increasingly as bulimia nervosa). It is an honor

and a sincere pleasure to be able to provide a few
introductory remarks for this volume. SN
- : There has been much confusion in

the definition of anorexia nervosa and related disor-
ders. Simply cataloging the terms that have been

applied to the “binge-eating” syndrome is a signifi-
cant undertaking. In addition to the more accepted

terms bulimia and bulimia nervesa, other synonyms

have entered the psychiatric nomenclature, including
dietary chaos syndrome, bulimarexia, norma mal-weight
bulimia, and the abnormal normal-weight- syndrome,
among others. The use of the term “bulimia” has
resulted in some cenfusion since the same word has
been used to describe both a relatively common

7 A 11
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INTRODUCTION
symptom, which may not necessarily imply psycho-

pathology, and a serious psychiatric syndrome. After

considerable debate, it appears bulimia nervosa will

become the accepted term. Dr. Levine not only
defines these eating disorders in a clear way, but he

also recognizes the close association between anorex-

ia nervosa and bulimia nervosa, This is extremely

important since some have assumed that even

though both disorders share a common psychopathol-

ogy,-they must be very different because of their
weight status: It must be remembered that; although
bulimia nervosa patients are at a statistically normal
weight, their disorder has, in virtually all cases, been
precipitated by extreme dieting and weight loss. In

fact, evidence from several studies indicates that
many - bulimia. nervosa- patients- have lost as much

weight as patients with anorexia nervosa; the only

difference is that the bulimic patient has started at a

much higher weight level (3).* According to “set
point” theory; these so-called-*‘normal weight buli-
mics’’ may be just as unrealistic in their pursuit of a
statistically normal weight as is the anorexic in
striving for emaciation. This factor has many practi-
cal ramifications for treatment (4. =~ ==
.- - .- Dr. Levine fepgaﬁedl}i eﬁphasxzes the
multidimensional nature of the eating disorders.
There is a growing consensus that both anorexia
nervosa and bulimia nervosa are final common path-
ways with multiple routes of entry. Dr. Levine is
careful to dispel the ‘‘uniformity myth” by such
statements as ‘‘Not all anorexics correspond to the
stereotype of the perfectionistic, compliant, and sex-
ually naive adolescent” (p. 51). Although this view of

these disorders as multidetermined has gained accep-

tance, still there are some who primarily attribute
the disorders to -one factor siuch as depression,

stress, anxiety, lack of assertiveness, or poor labeling
of emotional states: Particularly in the case of bulim-
ia nervosa, the latter view may reflect confusion

*Numbers in parentheses Sﬁﬁééﬁhé in the text refer to the References
at the end of each chapter.

12
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between precipitants and fundamental causes. Al-
though it is true that most bulimia nervosa patients
are stressed, anxious, nonassertive, and depressed,
binge-eating is rarely seen in individials who do not

diet and/or maintain what Russell (9) has referred to
as a suboptimal weight. Despite our greatly - im-

proved understanding of the - etiology of bulimia
nervosa and the tremendous advancements in treat-
ment (see Garner and Garfinkel [7] for a review), it is

important to emphasize that our understanding is far
from complete. For example, we do not understand
why some individuals are able to successfully sup-
press their weight but fail to develop the pattern of
binge-eating. We do not understand the action of
various drugs (including those that are pharmacologi-

cally unrelated) that have been found to be effective

In a minority of bulimia nervosa cases. Despite ample
evidence that most cases of anorexia nervosa have a
psycholegical origin, we do -not understand the rea-
sons for the remarkably high concordance - rates
among monozygotic compared with dizygotic twins.
We do not understand the pathophysiology of starva-

tion and how exercise may potentiate dietary restric-
tion. And these would appear to be the easier
questions to answer! The precise influence of _psy-
chological, familial, and cultural factors is undoubt-

edly more complex. Nevertheless, we have come a

long way in the last decade, and many have benefit-

ed from the treatment recommendations that have
been derived from our improved understanding of
etiology.

- - - Today few would challenge the argu-
ment that the current cultural -preoccupation with
slenderness in women has played a fundarnental role
in the increased -incidence of eating disorders. Only
in the last decade, however, has the importance of
sociocultural factors been recognized in the develop-

ment of anorexia nervosa. It was with some appre-

hension that Paul Garfinkel and . I presented our
original findings that used Playboy centerfolds and
Miss America Pageant contestants to- document the
shift toward an ever thinner standard of attractive-

id
i 13



INTRODUCTION

ness for women that v was then ]lﬁk\.d to the rise in
cating disorders-(8). We also provided- data from
studies with ballet -dancers which indicated that

exaggerated emphasis on slenderness, particularly

within a competltlve environment, was-a risk factor
for anorexia nervosa (5, 6). Althoagh these findings
confirmed the clinical speculations of Bruch (1) and

others, we were concerned that the “‘cultural hypoth-

esis’’ mlght be interpreted as a dismissal of the
individual - psychopathology in the _etiolegy of the
disorder. Indeed there have been some who have

attnButed eatlng Ehsorders almost excluswely to cul-

in_ the precise sense, culture can rarely “cause”

Serious. psychological dlsturbance without mediation

from the individual and the family. One of the most
laudable aspects of Dr. Levine’s presentation of the
topic of ‘“‘cultural influences’ in this publication is

the balance be has achieved between individual and

societal contributors to disturbed eating patterns.
Mcrenver, he has gone beyond simply describing the
cultural influences and has provided educators with a
series of practical recommendations for helping the

mdlvidual to deemphasme slenderness as the model

veys t}ie sp1r1t of pesonal liberation that comes from

the recognltmﬁ th;t self-esteem. need not_be tied to

ued Spread of eating disorders.

On the pelnt of preventlon, however,

a word of caution is in order. It has become clear to

many professionals and nonprofessionals alike that
prevention -of eating disorders would be enormously

cost effective in both hurman and economic terms:

Prevention efforts are currently under way by many

organizations. These consist of the distribution of
informatiun on eating disorders, lecttires at scheols;
annoeuncements -on radio and television, just to men-

tion a few. While these efforts are proBaBly benefi-
cial in many instances, they may also be harmful in

4 33



Introduction

some cases: As has been argued. elsewhere (3), care

must be taken not to unwittingly glamorize eating

disorders. In a steady stream of popular novels,
television dramas, and ‘‘confessions”’ of certain me-
dia personalities, eating disorders have acquired a

not-altogether-unfavorable stereotype: They have ap-
parently captured the fascination of the public. by
their association with attributes such as ultrathin-

ness, intelligence, upper-class status; perfectionism,
and physical fitness. This phenomenon has led some
individuals to actively -pursue the development of
anorexia nervosa and bulimia nervosa as ways. to

express their suffering or their quest for identit.
Bruch (2) has referred to these sad victims of socia!

contagion as ‘‘me too anerexics,” and she has assert-
ed that-they are clearly different from those who
acquired the disorder in previous decades. In our
well-intentioned efforts to- prevent eating disorders,
then, we could inadvertently make them appealing to

adolescents ‘who are psychologically vulnerable. This
statement should not be construed as an indictment

of prevention efforts but only as a caution that

justifies conducting careful research to determine the
effects -of prevention initiatives. On the topic- of
prevention, Dr. Levine presents a balanced view that
is hopeful yet circumspeet. =~
- - - - -Probably the most outstanding char-
acteristic of this book is the remarkable skill that the

author has shown in synthesizing a vast and complex

field. He treats the subject matter with depth and

scientific accuracy, and at the same time is able to
convey current understanding in-a practical and
readable way. He captures -the phenomenology of
these disorders and leaves the reader with realistic

hope and useful tools for changing the attitudes that
have led to the proliferation of eating diserders since
the 1960s.

.‘.\-\‘
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articles written by several colleagues and me for The
Kenyon College Alumni Bulletin (Winter 1985). Ironi-
cally, I was reluctant to contribute to that publica-
tion, because I felt there would be little general inter-
est in anorexia nervosa and bulimia. I could not have
been more wrong. Eating disorders seem to be every-
where (see Chapter 6); and the response from par-
ents, students; alumni, teachers, and school librarians
was overwhelming. This reaction, coupled with my

other efforts in preventive education, has convinced

me that sound knowledge and authoritative guidance
can help prevent eating disorders and contribute to
the education—in the true sense of the word—of all
students. e 1
- - - ___This book reflects the assistance and
support of many individuals. I am especially grateful
te Amy Enright and Colleen Tootell of the National
Anorexic Aid Society and-the Center for the Treat-
ment of Eating Disorders in Columbus, Ohio, for ar-
ranging the interviews presented in Chapters 3 and 5,
for providing me with newsletters and other “inside”’

———

information, and for their continuing encouragement

of my efforts in- preventive education. In this same
vein Nerma Fladen, Executive Director of the Knox
County Mental Health Associatien, was instrumental
in obtaining the pamphlets listed in Appendix II and
in helping me see how a teacher like myself could use
existing resources for publi~ edication in mental
health: T am also indebted to the following people for
their generosity in sending me numerous publications
and works in press: Dr. David Garner, Dr. Craig
Johnsen, Drs. Susan and O. Wayne Wooley, and Dr.
Regina Casper. I would also like to thank Mary
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ass1stance Wlth transenptlens cerrespendence and
computer printers. Finally, fond thanks are extended

to tﬁe fﬁends who 'saw me through the research and

Sullins, Jay Tashn'e I:mda Smelak and chk Heppe

—Michael P. Levine

The Author
chhaei P I;eyme is Assocxate Professor of Esycholog’y at Ken

Camipus ACthltleS Program in Psychology, and the Coordinator
of Career Advising for Psycbplogy He is also-the author.of The

Psychology of Eating Disorders: A Lesson Plan for Grades 7-12,
published by the National Anorexic Aid Society.
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Overview
of Student
Eating Discrders

Karen

e et 415260 @ peudonym) began to devel
op an eating dis:rder at the end of her sophomore
year in high school. Throughout the 10th grade she

was 5°2" tall and weighed approximately 95 pounds,

but then, for no reason she can recall and with no
i,nt,éﬁt,,té;dlét; S’hélositiﬁer appetite and her Wélg:ht

fell to 89 pounds. She enjoyed very much the
attention and concern she-received from her parents
and the family physician. Subsequently (if not conse-
quently); she began to severely limit her food: intake:
She cut out breakfast and lunch and ate only plain
bagels several times a day. At times the hunger

created by this semistarvation regimen became too
much, and some afternoons when she was all alone

she gorged herself on pizza and cookies. After such
an indulgence she fasted for the remainder of that

day and ate nothing but a few bagels for each of the
next few days until hunger overwhelmed her once
more.

.. Her family and friends began to ques-
tion her refusal to eat at mealtimes, but these
inquiries and exhortations only motivated her to cling

to her diet of bagels plus a few low-calorie foods.
This- resolve was strengthened by the fact_that,
unbeknoewnst to her, her binge-eating was preventing

her from losing weight. In her ‘mind,; -other. people
were eating far more and losing weight; while she
was “really eating only bagels” and her weight was

E
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OVERVIEW

fliictuating between 90 and 103. She tried fo eat
normal meals, but this made her feel panicky be-
cause she was certain they would cause her weight
and her bOdY to-balloen... - = - I

.. = .. Throughout her junior and senior
years in high school Karen alternated frequently
between a very uneasy peace with ‘“‘normal meals”
and a fierce battle with her restrictive diet and its

constant companion, extreme hunger. She became

obsessed with her weight and with her inability to
reduce below 92 pounds. Feeling like a ‘‘terrible
failure,”’ she deflected her friends’ requests to go out

with them, and gradually she cut herself off from
them completely. Her old self-confidence gave way
to a profound feeling that she was hepelessly unpre-
pared to cope with the challenges of schoolwork,
friendships, and dating. .
: - - At one point Karen tried to escape
from this web of despair by making an all-out effort

to lose weight: However, when she reached 89

pounds again, she became so sickly, cold, hungry,
and frightened of losing control that she couldn’t
concentrate.- As before; the constant and. intense

hunger would occasionally become too much, and

she would binge-eat on a- weekend afternoon whern
her parents were out of the heuise. Her concerned

and frustrated parents took her to a psychotherapist
who did not know how to help, so Karen was

referred to an in-patient eating disorders clinic affili-

ated with a nearby university. This sequence ended

in frustration for Karen and her parents because the

clinic’s policy was not to hospitalize individuals

whose weight was as high as hers. - -
- - ____Things settled down somewhat dur-

ing the summer following high school graduation,
and Karen’s weight climbed to 97 pounds. Although

she was very apprehensive about leaving home, she
enrolled in a college far away. As she began college
life, she found she was just plain scared, and soon
she started to eat voraciously for hours on end, even
though she was not hungry. When her weight shot
up-to 107 pounds—quite acceptable for a person 52"
tall—she became so disgusted with herself that she

0 19



Karen

implored her roommate, who occasionally induced
vomiting after a meal, to teach her how to purge in

this manner. Karen was determined to control her
vomititig by resorting to it only after a particularly

bad binge or a frightening weight gain: Nonetheless,
a-short time later she was throwing up automatically
after every meal. Her life became focused on obtain-
ing food, binge-eating, and throwing up. =

mare for Karen and her parents. Social expectations
and limited privacy interfered with Karen’s bingeing

and purging, and she became sullen, contentious, and
spiteful. Karen returned to college in December, but

the constant bingeing and purging began to take
their toll in the form of inability to concentrate,

dropped classes, weakness, severe stomach pains,

sleeplessness, depression, anxiety, and a crushing

sense -of alienation from other people. She felt so
alone because the bi ge-purge cycles were ‘“consum-

ing” her life and because no one seemed to under-

stand. Many people told her, ‘“‘Just don’t eat so much

and you will be all right,” and one physician told her
“it was just a phase you're going through.” During
Christmas vacation, she 8aw a succession of general

practitioners, pediatricians. and psychologists, but
her bingeing and purging continued, and her weight
fluctuated between 88 and 95 pounds. . = .
- After much deliberation it was decid-
ed that Karen would return to college and stay there
as long as she remained in therapy with a psycholo-

gist specializing in eating disorders and as long as

she kept her- weight above 90 pounds. She wa
delighted finally to have found someone who under-
stood her disorder, but, nevertheless, her days be-
came a nightmare of fasting until her roommate went
to work in the early evening, and then bingeing and
purging until her roommate returned. from ‘work at
9:30 P.M: Karen'’s weight dropped to 83 pounds, but
the rewards for this accomplishment were stomach-

aches, chest pains, weakness, dizziness, an irability

ronic hunger, and an unassailable
“feeling” that she was “too fat.” In early February,
simultaneously scared and relieved, she was admit:

to get warm, chronic hun
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ted by her psychologxst te a prxvate hospltai w:th a

special unit for the treatment of anorexia nervosa
and bulimia.

~_Karen spent just over t;hree months
in tlus program. When she was released, she was no

longer bingeing and purging, and she was able to

maintain a fairly healthy body weight and a stable
regimen of three meals per day. However, she was
very depressed, a problem with which she continues

to wrestle. She is currently seeing a therapist who

specializes in the treatment of eating disorders, and
this- therapy fociises on Karen'’s depression, her
confusion of developmental issues with eating and

weight management, and her tendency to induce

vormtmg as a response to a particularly bad day.
_Karen clearly suffered from a severe
eattng chsorder When asked, “What is an ‘eating

dlsorder ?"” even most experts would be inclined to

answer ‘“‘anorexia nervosa and -bulimia” before pro-
ceedmg,,to,,define these technical terms. Although

this approach is sensible; it is very important for

people interested in preventlon not to allow the
phrase “‘eating disorder’’ to lose its more general
meaning by virtue of repehhon or reflexive transla-
tion (10).

Self-starvatlon and bmge-eatmg tend
to be awe-msplnng topics for adolescents in- search
of notoriety - or- relief from pressures of identity

formation: The frequent characterization of anorexia

nervosa and bulimia as the exclusive, tragic prob-
lems of talented and wealthy young gn'ls only adds to
the unfortunate glamour -surrounding eating disor-

ders (2; 5). Careful consideration of two Questxons—

What is an eating disorder? and What are the eating
disorders?—will enable school employees to highlight
the seductiveness and: destructiveness of anorexia
nervosa and bulimia without resorting to scare tactics.

T
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What1s an Eating Disorder?

What Is an Eating

Disorder?

In psychiatry “disorder” implies the

presence of abnormal patterns o -behavior and
thought. Ther: is no agreed-upon definition of “ab-
normal,”’ but the follewing criteria (3, 10, 11); repre-
distinguishing the abnormal from the unusual or
idiosyncratic:

INEFFICIENCY: Abnormal behavior disriipts the
ability to fulfill obligations as a family member,
student, friend, athlete; etc. It also retards psycho-
logical and social growth, and, as in -younger

adolescents; it may inhibit physical development.
MISERY: Although the person _may vigorously

deny any sort of suffering; abnormal behavior is

usually - accompanied_ by high levels of anxiety,
depression, tension, guilt, and worry.

ALIENATION: Abnormal behavior reduces or elim-

inates completely the desire or the ability te form
fulfilling relationships:.
DISTURBANCE: Abnormal behavior tends to dis-

gust, frighten, or otherwise disturb the person or
others. The cause of this concern, particularly for
other people, is behavior that departs significantly
from accepted practices, is unpredictable and un-

controllable, or is dangerous.

_ Applying the IMAD criteria. an “eat-

ing disorder” can be defined as any collection of

eating habits and weight management practices in
which (10)— o L
1. The person’s- health and vigor are -ultimately

reduced, and his or her life may be threatened.
- (NEFFICIENCY and DISTURBANCE)
2. Isolation and seeretiveness significantly reduce

the ability to fulfill obligations to the self and

A
“~
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others. (INEFFICIENCY and ALIENATION)
There is suffermg in the form of obsessions plus

tecurrent -anxiety, irritability, depression, and
guilt. (MISERY and INEFFICIENCY)

The preoccupation with food and weight- contrel
increases -self-absorption and emotional instabil-

ity, thereby disrupting the capacity to love and
care for others and themselves. (ALIENATION
and DISTURBANCE) o

The person is out of control. Th1s is ewdent in tﬁe

persistence. of dysfunctional eating habits and
weight control practices, despite the realization of
their irrationality or dangerousness; or despite the
fact that others are befuddled and horrified by

what seems so obviously extreme and self-destruc-
tive. (DISTURBANCE and INEFFICIENCY)

What Are the

Eating Disorders?

Eatmg dlsorders can also Be deﬁned

in terms of the specific syndromes that constitute the
focus of Chapters 2 and 4. These include (1, 13) the

Restnctmg anorex1a nervosa
Anorexia nervosa with buhmlc compllcatlons ]
Buhrma m a person Who was prevmusly anorexxc

cantly over- or undefwelght (nomal-welght
bulimia)

Bulimia in a person who was prewously over-
weight (‘“‘thin-fat’’ people)

Bulimia in a person WhO is currently overwelght
Tﬁe exact relatlonshlp(s) among these

,,,,,,,,,,,,,,,,

accordmg to level of present nody welgﬁt and pres-

ence of extreme caloric restriction and/or binge-
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What Are the Ecting Disorders?
éélf—Starva;f vation Bmge-ﬁatmg
_ 1 2 3 4 5

_Extreme Normal Extreme
Emaciation Weight Obesity

1. Restricting anorexia nervosa

2. Bulimic anorexia nervosa

3. Normal- weight bulimia _ .

4. Thin-fat people (formerly obese)

5. Extreme obesity

Note: This figiire must fict be. interpreted to mean that all obese
or formerly obese people binge-eat; only that some have a
problem with binge-eating.

- Figure 1-1. The Spectrum of Eating Disorders

(Adapted from Vandereycken and Meerman (13, p. 4)

eating (13). This_ perspective acknowledges the

shared features of anorexia nervosa and bulimia
instead of artificially categorizing them. It also
makes an important developmental point: having had
one eating disorder, a person is at risk for the other.
- Taken together, this spectruin and
the definition of “abnormal”’ -emphasize the necessity
of blurring the distinction between anorexia nervosa

and bulimia before sharpening the focus on each: It

is important to recognize that eating disorders share
many features, including (1, p. 109)— o
1. A fear of becoming fat and a drive to become
thin , 7 - o
An obsession with food, weight, calories, etc.
The reliance on- eating and/or- refusal to eat in
order to cope with emotional discomfort, stress-
- ful life events, and developmental i:fhallengesm
4. The fact thar female sufferers outnumber males
at least 9to 1l ] L o
5. An increased incidence of depression,  obesity,
substance abuse, and eating disorders in the
families of sufferers

Wiy
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6 A world view that values external appearances

over personal integrity.

- This list illustrates an unportant theme
of tlus book eatmg disorders are not fundamentally

e g g - — g g~ — — ——— - ——g—— - g

expression of one’s being-in-the-world (2, 5)

Should School Staff
Be Concerned About =
Student Eating Disorders?

e The —answer to this_ questlen is a
resoundmg “Yes!” The following statistics make it

clear that anorexia nervosa and bulimia often devel-
op dunng adolescence and that eatlng drsorders

hrgh school students (see Ghapter 6 for a detailed

analysis of numercus findings and issues relevant to
the prevalence of adolescent eating disorders):

1. Between 1 and 6 in every 200 glrls will develop
anorexia nervosz between the ages of 12 and 20.

2. Atz any given point in time 6 to 10 percent of all
high school girls are bulimic and 1 to 2 percent
have a very serious bulrmrc disorder. If present

7. high school glrls will be or will have been
B bulimic. 7 S
3. Given a,pr,evalenc:e of 1 to 3 percent for border-

line eating disorders, in a class of 200 high

school girls, 15 to 25 will currently be anorexic,
bulmmc or borderlme

dunng their hrgh seheol years
5. Available data are sparse and plagued by meth~

odological problenis, but it is likely that student
eating disorders are becoming more prevalent
than the; j were. 10 years age

- AE
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gests that at least 40 percent of all white, middle-

class normal-weight girls attending suburban
high schools are actively engaged in losing

weight in order to become very thin.
7. One-in -five high school girls binge-eats on a

regular basis, and 1 in 6 does so weekly. These
rates are at least twice those reported by Ameri-
can college women, suggesting that the rate of

bfingé%atiﬁg among younger girls is increasing.
8. A-survey of nearly 1,300 girls attending a high
school in Illinois found that 6 percent _reported
using diet pills at least weekly and 12 percent
used them at least monthly. In general, it seems
that today’s high school students are ‘more likely

than previous ones to use evacuative methods
{for example, self-induced vomiting), fasting; and

~ diet pills to control their W?igh;t:'f, o
9. The age of onset for an eating disorder is highly
variable, but, in general, the peak ages of onset
for anorexia nervosa are 14 and 18, while those
for bulimia are 16 to 18.
- -Although eaing disorders are not; as
some . people have proclaimed; an “epidemic” on
today’s middle school, high school, and college cam-

puses, they are distressingly prevalent. Moreover,

they usually have serious and long-lasting negative

effects on academic performance, interpersonal rela-

tionships, and general mentai and physical health
(see Chapters 2-5; 8, and 9): Even with highly skilled

care; 30 to 50 percent of those bulimics and anorex-
ics who do not receive attention early in their

disorder will, like Karen, have chronic problems with
eating, weight, health, and _psychopathology (for
example; depression) (5, 9, 12).*

"Instead of the awkward phrase “the-person with aniorexia fervosa/bi-
limia;” I will use the nouns ““anorexic(s),” **bulimic anorexic(s),” aid
*bulimic{s).” Because at least 90 percent of those with eating disor-

ders are female, 1 will also use the feminine pronoun. Neither of these
convenient practices should obscure two important facts, however: (1)

people with anorexia-nervosa and/or bulimia are individuals in terms of
intelligence, personality, coping skills; interests; and so forth; and (2)
males are not immune to eating disorders.

o
<o
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The Goal and Guiding
Principles of This Book

Goal

- This book -is not meant to ‘be a
curnaﬂum gtnde or a training manual Its goal is to

- - e g, = Sehalytet —__

organize a great deal of potentially useful informa-
tion into a single handbook that will enable and
encourage scheol staff-te prepare for the prevention
of eating disorders via classroom instruction, im-

proved detection and referral, and the professmna.l
development of school personnel The information
provided mcludes the fellowing:

1. Facts about the nature and causes of anorexia
nervosa (Chapters 2 and 8)

2 Facts about the nature and causes of buhmla
(Chapters 4 and 9)

3. An extensive analysis of the soc;ocultural deter-

Ll

In- depth mtemews w1§:h an anmjemc, adqleSéént
and her parents (Chapter 3), and w1thj bulimic

5. Facts about the extent of eatmg dlsor&ers the
demographic -characteristics of anorexics and
bulimics; and _the prevaleﬂee of d&ngerous
weight control methods which seem to be on the
verge of becoming normative among today’s
adolescents (Chapter 6)

6. Lists of specific resources—cumculum guldes

readings, and films—that school staff can use to
educate themselves and students about-anorexia
nervosa and bulimia (Chapter 10 ard Appendix
)

7. General pnnmples for dlscussmg eatmg disor-
ders with-students in the classroom (Chapter 10,
pp: 243-44)

8. General principles for 1dent1fymg eatmg disor-
ders and for referring anorexic and bulimic
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Goal and Guiding Principes

students to the proper services (Chapter 10, pp.
253-56) .

9. Suggestions for working with the entire school

System (administrators, counselors, school nurses,

and librarians) to educate students more thorough-

ly and to provide referral information more effec-

tively (Chapter 10, pp. 256-62)

10 Names and addresses of the national eating
disorders associations, accompanied by a de-
scription of their many services {Appendix I)

11: Suggestions and mspiration about the many
creative ways in -which teachers can integrate
preventive education about eating diserders into
basic lessons in important academic subjects
(Chapter 10; the sections ent*led “Conclusions
and Implications” at the ends of Chapters 1, 4,

and 6-10; and Table 8-1, p. 204).

Guiding Principles

o . 77:rlié aEVEIODmént,Qf HII§7B®R ‘Was
guided by a set of basic principles, some of which
are facts and some hopeful assumptions, For quick
reference, these are listed in Table 1-1. Given that
the book is designed to educate school staff so that

they may contribute to the prevention of eating

disorders, their acceptance (or at least critical exami-
nation) of these principles for the purposes of pre-
ventive education and more effective advising consti-

tutes another fn;lmary goal of this Wﬁfk;. -
oo - The prevention of eating disorders may
be the most important aspect of efforts to combat eating

disorders. The number of adolescents and adults who
suffer - from anorexia nervosa and/or ‘bulimia far
exceeds the number of therapists with the expertise

to_help them. This means that two basic types- of
prevention are crucial to the elimination of eating
disorders (see Chapter 10). Primary prevention is the

attempt to prevent eating disorders from ever hap-
ening by eliminating or reducing risk factors. Sec-
ondary prevention is the early identification, acciirate
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Table 1 1 Gmdmg Pnnc:ples for €ombati'rig

Student Eating Disorders

1. ’I‘he preventma of eatmg dlsorders may ‘be the -most

important aspect of efforts to combat eating disorders.

2: Many middle school -and hxgh school teachers and staff
members want to help prevent eating disorders.

3. Culture plays a significant role in the producuoh and

prevention of eating disorders, and the school is a signifi-
cant part of culture.

4. Teachers can help ﬁght the 1gnorance and misguided
attitudes that contribute to eating disorders.

5. Students with anorexia nervosa and/or bulimia are peopie,
not psychiatric entities.

5. Eatmg disorders aifect a w1de vanety of students
7. It is a major error to qonvey dlrectly -or mdlrectly that

eating disorders are a ‘“‘woman’s problem.”

8. Teaching about eatmg disorders requires extensive pr prepa-
ration because it is intellectually and emotionally demand-

9. Teachers can promote upderstandmg and  constructive

coltaboratxon by avoiding simplistic pronouncements abont
‘“the cause” of anorexia nervosa or bulimia.

10. Teachers need to coordinate their preventive efforts w:th
the- work of experts and of other influential school

11. Teachers and school staﬁ members are not theraplsts and
therefore, they should actively refrain from becommg
involved in diagnosis and counseling.

eatmg dlsbrders are in an initial phase -
,,,,,, Three facts suggest that _school staff
can p}’ay an 1mportant role in_both types of preven-

tion. Flrst adolescence constitutes the modal ‘‘age of

onset”’ for both anorexia nervosa and bulimia  (see
Chapter 8). Second, school staff observe students
regularly and often have an excellent, if at times

poorly. defined, sense of when sometlung is wrong

with them. Thlrd early identification and treatment
of an eating disorder is associated with a significant-
ly better prognosis for recovery (4, 8).
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Goal and Guiding Principles

. Many middle school and high school
teachers and-staff members want to help prevent eating
disorders. They are very interested in the positive

development of young people. Based on my experi-
ence with middle school and high school teachers in

my area and en i;liéfénthusiasti’c,,té’sﬁgﬁ:sfe; ~of many
schools across the country to a curriculum guide
have developed in association _with the - National

Anorexic Aid Society (10); I am conviniced that many
teachers and school staff want to- know more about
anorexia nervosa and bulimia so that they can apply

their knowledge in the classroom and in their many
contacts with troubled students and frightened parents.
. Culture plays a significant role in the
production and prevention of eating disorders, and the
School is a_significant part of culture. Culture -is an

important factor in psychepathology in general, and
in eating disorders in particular (see Chapters 6 and
7). Since the school plays a very mmportant role in

the transmission of culture; the shaping of - peer
interactions, and the _development of knowledge
about the body and. the self, teachers -and their

students can have a significant impact on the preven-
tion of anorexia nervosa and bulimia: In order to do
so, teachers, staff, and students must recognize the
opportunity, if not the responsibility, to shift from
inadvenéﬁt;,ﬁafﬁéiﬁéﬁon in a negative social process

to active elimination of pernicious attitudes, expecta-
tiens; and practices. o

. Teachers can help fight the ignorance
and misguided attitudes that contribute 1o eating disor-
ders. Eating disorders reflect a desperate need to be
thin and a morbid fear of becoming obese. These
motivations are based in part on individual pyscholo-
gical problems, but _they_also develop- out of a

cultural context characterized by prejudice against
nonslender- people, -restrictive attitudes abou: the

mear:ng of femininity and of attractiveness for-both
sexes, and ignorance about weight regulation. Since
teachers are devoted to the examination and eradica
tion of both prejudice and ignerance, there is every
reason to believe they can help prevent eating

)
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dxsorders From an acadermc perspecttve the vanety

of sociocultural factors that contribute to eating
disorders makes anorexia nervosa and bulimia fertile
subjects- for teachers of social. studies, - history,
speech, home economics, health science, btology, and
psychology (see Table 8—-1 P 204)

Students wtih anorexm,nervosa and/or

baizmza ak peopte not psychtatiw entittes In general

not “‘crazies’ yhftfaﬂ prey to an meomprehen31b1e
“mental illness.”’ Rather, they are people—our stu-

dents, our chlldren, our colleagues and our friends—
strugglmg in _comprehensible and often legitimized
ways with insecurities; pressures, and ignorance that

we as members of .our culture have helped create or

sustain. Teachers who wish to prevent eating disor-
ders must join counselors, nurses, parents,-and stu-
dents in resisting the strong temptation to dissociate

themselves from eating disorders by marveling at
their bizarre signs and symptoms, giving them im-
pressive-psychiatric labels; and- then-turning over all
responsibility for cernprehendtng, tdentlfymg, and
preventing them to experts

- In practice, this means that the pre-
vention of eating disorders will be best accomplished

not by using scare tactics, but by inviting school staff

and students alike to tfunk seriously about their own
relatlonshlps to many -of the factors underlying eat-
ing disorders: our cultural obsession with slender-
ness, sex-role stereotypes, dieting, the psychobiology

of hunger, self-esteem, the developmenal stressors of
adolescence, positive and negative coping strategies,
and what it means to grow up (sce Chapters 7-10).
In other. words, effective prevenhve education should

remove anorexia nervosa and bulimia from the realm
of clinical psychology and place them clearly in the
context of the student’s life.

- Eating dzsorders affect a wide vane!y
of students: Although there is a strong positive

correlation between socioeconomic status and the
prevalence of eating disorders ‘see Chapter 6), it is a
dangerous myth that the only stuents susceptible to

22 .
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eating disorders are rich and talented overachievers.
Students with eating disorders, particularly bulimia,
may be male or female, Black or white; rich or poor;
conformist or rebel, good studert or dropout.
... dt is.a major ervor to convey directly or
indirectly that eating disorders are a “woman’s prob-
lem.” Although girls are much more likely than boys

to develop anorexia nervosa or bulimia, boys and

young. men are not invulnerable to eating disorders
(see Chapter 6). It is very important that teachers try

to explain the sex difference in the prevalence of
eating disorders without obscuring the cultural, fa-
milial, biological, and individual factors that shape
the development of anorexia neivosa and bulimia in
both boys and girls (see Chapters 7-9).

. Teaching about eating disorders re-
quires extensive preparation because it is intellectually
and_emotionally demanding. This book is lengthy and
detailed because the prevention of eating disorders
involves many obstacles and challenges. Teaching

about anorexia nervosa and bulimia requires at least

some knowledge of these two multidimensional dis-
orders (see Chapters 2 and 4), each of which has
complex biological components and multiple catises
(see Chapters S need

examine their own beliefs and behaviors fc- evidence
of a psychological investment in _slenderness, -un-

7-9). In addition, teachers need to

healthy dietary restraint, and/or prejudice  against
overweight people. Finally, dedicated teachers face

the formidable task of helping an image-conscious

and sclf-conscious -group of people examine such
highly charged topics as body weight, body image,

dieting, competition, sex roles, and coping with
stress.

- Itisan article of faith that dedicated
and creative teachers can use this book and other

resources (see Chapter 10 and Appendixes I and II)
to meet these challenges in ways that contribute to
the prevention of eating disorders, staff develop-

ment, and the fundamental education of adolescents.
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= ... Teachers can promote understanding
and_ constructive . collaboration by avoiding simplistic
pronouncements about “‘the cause’’ of anorexia nervosa
or bulimia. ‘Each occurrence of an eating disorder i

unique; and each is the product of a complex set of

predispositions, precipitants, and perpetuators (see

Chapters 8 and 9). There simply is no necessary-or
sufficient cause of anorexia nervosa or bulimia. For
example, in some cases anorexia nervosa is attribut-

able in large part to dysfunctional interactions within
the family, whereas in other cases there is no
evidence of disturbed familial relationships. In reply
to some variation of the inevitable question “Who's
fault is it?” I suggest the following: “Each case of
anorexia nervosa/bulimia is different and each is the
result of a number of forces within the person, the
that the person, the family, and friends work togeth-
er to get help for the eating disorder and to increase
their ability to care for each other.”

. Teachers need to coordinate their pre-
ventive efforts with the work of experts and of other

influential school personnel. There are two ideal and
interrelated conditions necessary for effective pre-
ventive education in the classroom and for sensitive

advising outside it (see Chapter 10). First, the efforts

of teachers shoud be coordinated with the philosophy

and functions of the school nurse; the librarian, the
guidance: counselors, the psychologist, and the ad-
ministrative staff (for example, the curriculum direc-
tor). Second, all these individuals should be-trained
and mobilized by an-expert in preventive education
for adolescents. It is highly recommended that teach-

ers and administrators committed to the prevention
of anorexia nervosa and bulimia contact a national
eating disorders association (see Appendix I) for
advice about staff development.: ,

___ Teachers and school staff members are
not_therapists and, therefore, they should actively re-
Sfrain from becoming involved in diagnosis and counsel-
ing. It requires considerable expertise- and -experi-
ence to help someone overcome an eating disorder,



Referencas

and many anorexics and bulimics have suffered a
great deal from bad advice offered by well-meaning

but unskilled psychologists, physicians, social work-

ers, etc. (6, 7). No matter how much they know
about eating disorders, teachers must keep in mind
that their significant contributions to the fight
against eating disorders are preventive education,
detection, and compassionate; well-informed referral.
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CHAPTER 2

Anorexia Nervosa

T Anorem'a 1nervosa means ‘‘nervots
lack of appetite.”’ Technically, the phrase refers to a
syndrome characterized by loss of appetite, aversion
to food, and weight loss. This syndrome is observed

in various psychological disorders, mosi notably de-
pression and schizophrenia (4). But the psychiatric
and popular use of “‘anorexia nervosa’ reflects the

way in which the phrase was first used by Dr.
William Gull in 1868 (2): it refers to a distinct

psychological disorder in which a drive for thinness
and a fear of fatness result in life-threatening emacia-
tion and a host of other prcblems that meet the
IMAD criteria for determining abnormality (see Ta-
ble 2-1). L o
. Anorexia nervosa is a misnomer for

this disorder. “Nervous lack of appetite’’ implies a

lack of interest in food, and this is most certainly not
the case with anorexics (8, 13, 23). Starvation causes
virtually ail anorexics to experience and indeed

battle intense feelings of hunger. Although hunger is
stubbornly denied, it _is -manifest in an obsessive
concern with-food, calories, diets, mealtimes, and

food preparation. A more precise label for what is
called anorexia nervosa is the German synonym:
Pubertatsmagersuch or “leanness passion of puberty”
(2). Despite the fact that a significant number of

people develop anorexia nervosa well past the age of
puberty, and despite the fact that this term is far too

awkward for frequent use, it is worth remembering
for its emphasis on the “passion” for slenderness as

the central feature of anorexia nervosa.

General Definition

~_ Anorexia nervosa is a “relentless pur-
sust of excessive thinmess” (5, p. ix, italics in original)
that interferes with the fulfiliment of responsibilities
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ANOREXIA NERVOSA

_Table 2-1. Central Features and Commonly

Associated Characteristics of Anorexia Nervosa

CENTRAL FEATURES
An iron determination to become thinner and thinner
An extreme fear of becoming fat
Significant weight loss
A distorted body image -
Difficulty in accurately interpreting hunger and other in-

LA

o

ternal sensations (for example, anger)
Refusal to maintain a healthy body weight
Abnormal reproductive furictioning

~ oo

EFFECTS OF STARVATION®
Obsession with food and food preparation
Unusual eating and drinking habits
Emotional disturbances
Social withdrawal
Binge-eating

LN

[4:1]

COMMONLY ASSOCIATED CHARACTERISTICS

1. Hyperactivity

2. Perfectionism coupled with a profound sense of ineffec-
tiveness

3. Binge-eating . B

4. Purging via self-induced vomiting, laxatives, and/or diu-
retics

“Although there are significant individual differsrices in the

ways in which people respond to weight. restoration., many of
the effects of starvation persist for at least several weeks after
nutritional rehabilitation has been in effect.
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Natirai History

to the self and to others (3; 22) because it prodiices

an intense and irrational fear of becoming -fat.-an
obsession with food and weight control, and a life-
threatening weight loss: Eventually, a series of star-
vation-induced physical and psychological changes

threatens control over eating and motivates more
conscientious efforts to reduce. The result is a truly
vicious circle of weight loss, hunger, and fear that
will become a deadly noose if the process is net
acknowledged and reversed (13).

Natural History

. The major features of anorexia er-
vosa:are best understood as the end points -of an
apter 8 for more detail).

insidious process (see C

This eating disorder usually - begins innocuously.
Although the future anorexic is often not at all or

only slightly overweight, an insensitive remark or the

perception of inadequate performance at school moti-
vates her to diet seriously in order to flatten her
stomach or hips; to ‘“‘get in shape,” or “‘just to lose a
few pounds” (13). = - ,

Do LIl Uﬁglllgeffnos’f dieters—, ‘the anorexic-to-
be relishes the opportunity to regulate food intake
and body weight and thereby control the self (4). The

entire enterprise unleashes a sense of potency and a
supply_of -inexhaustible energy. At first she is ex-
traordinarily capable of suppressing hunger and fa-

tigue and of successfully immersing herself in school-
work, athletics, dance, and so on (13). But after a
time;, ‘‘dieting” gives way to an extreme fear of
losing control over eating and a compensatory need
to rid the body of all flesh that can be construed as
representing fat (14). If hunger is acknowledged, it is
interpreted as a sign of an authentic and special self-
control in an age of laxity and indulgence (5):

__The ostensible reason for dieting is
usually to become healthier and more popular, or to
“get it together.” The grim determination to sustain
weight loss ultimately merges with the effects of
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ANOREXIA NERVOSA

starvation to_isolate the anorexic from her fiends
and family, to restrict her interests; to sabotage her

schoolwork, and to threaten her physical well-being
(13). -As reducing becomes an obsession, the facade
of adjustment crumbles.

Major Characteristics

. The central features of anorexia ner-
vosa are difficult to specify because the disorder

emerges over time as a complex mixture of the
relentless drive for thinness; the effects of starvation,
and commonly associated psychological disturbances

(for example, low self-worth and mistrust of others)
(2, 13). The following list (see also Table 2-1) is my

compilation of prominent characteristics described

by major theorists in the field—Andersen (2), Bruch
(4), Eckert (9), Garfinkel and Garner (13), and by the

American Psychiatric Association (1). Although these

characteristics would not be accepted by everyone,
they provide a convenient framework for discussing
many of the basic features of anorexia nervosa.

Significant Weight Loss

.- Experts agree that a significant
weight loss is one of the cardinal features of anorexia
nervosa, but they disagree over the definition of

““significant.” The program at Johns Hopkins Hospi-
tal operates on the premise that severe weight loss

has taken place if the current bedy weight is incapa-
vle of supperting menstruation in females or sexual

drive in males (2). For people under 18, the Ameri-

can Psychiatric Associatio: (1) uses the criterion of a
body weight loss of at-least 25 percent from the sum

of the original plus the projected gain based on a
growth chart. It is difficult to say, however, what
such a loss would mean if the individual were 25
percent or even 15 percent overweight originally (9).
Similariy, in individuals who were initially under-
weight—say, 95 pounds at 5 feet tall—a loss of 10

40
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Major Characieristics

percent of body weight could suppress menstruation

(2) and create physical problems. N
: - The suppression of menstruation or

sexual- functioning seems like a miore meaningful
sign of dysfunction than a fixed percentage of body
weight lost, particularly because in 10 to 30 percent
of the -cases amenorrhea precedes a noticeable

weight loss (13). But menstruation 18 a private and

emotionally charged function, so cessation is not

very helpful in detecting anorexia nervosa. As a rule
of thumb, weight loss should not be -considered the

principal criterion for the determination of anorexia

nervosa, but a loss of 10 to 15 percent should
stimulate curiosity about the other central character-

istics (23).

The Drive for Thinness

.- The anorexic approaches weight loss
with what Bruch (5, p. 5) calls an “‘iron determina-

tion.” In fact, two of the world’s foremost-experts on
eating disorders; Paul Garfinkel and David Garner of

the Department of Psychiatry at Toronto General

Hospital, maintain -that “the_ central feature of an-
orexia nervosa is the individual’s marked pursuit of
thinness with the associated conviction that her body
is too large” (14, p. 2). onoL oo

-1t is crucial to note that the dedica-

tion to becoming thin is not equivalent to a phobic
fear of becoming obese (see the next section). In a
phobia, avoidance of the feared object or circum-
stance -produces an uneasy relief. In anorexia ner-
vosa, the weight loss is experienced by anorexics in

the following - terms: -*‘accomplishment . . . sensuots
delight . . . exhilarated . . . triumphant . . . powerful”
(16, p. 110). Slenderness is highly valued in our

culture (see Chapter 7). Moreover, as noted previous-
ly, starvation in a land of plenty is awe-inspiring, and
for some adolescents emaciation and pérpetual hun-
ger -are small prices to pay for distinction and a
spiritual sense of mastery (5, 16).

0
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Tﬁe dnve for thmness produces an

extreme fear of becoming fat (16). This sounds

backward, but it is-not. Battling hunger is a very

difficuit and -unremitting task. The fear of losing

control and becoming overweight creates anxiety

that the anorexic welcomes because it sustains the
wgﬂance reqmred to become thinner and tlunner

_anxiety seems completely. irra-

tional to others. How can someone be terrified of
getting fat when he or she looks more and more hke
a _concentration camp inmate wrth eacn passing
week? The key to this enigma is the fact that the

body overcompensates for srgmﬁcant weight loss in
many ways, including an increase in hunger and a
decrease in the ability to stop eating after intake of
only a small amount (see Chapter 8‘ Tﬁus the fear

cases, is reinforced by terrifying episodes of bmge-
e’a'tirig (13). -

L The p}ioBlc fear of welght gam ex-
presses itself in a number of ways. Most anorexics
weigh themselves several times each day and re-
spond to_slight but normal increases with extreme

anxiety (9). As insurance against the possibility of
weight gain, they may eat only one carefully planned
meal-each day and keep a detailed record of every
calorie consumed and expended They divide foods

into “safe’”’ and ‘‘dangerous’’ categories, with the
latter lmcommg larger at the expense of the former

so anxious about the I*ospect of welglit gam that she

feels compelied to induce vomiting, exercise until she
is. exhausted or take laxatlves _All these phobrc

but the stark truth is that anbrexlcs are more afraid

of becoming fat than they are of dymg (23)

Most anorexics have two SIgmncant
disturbances in the perception and interpretation of
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messages from their own bodies. Misperceptions of
external body shape constitute a “distorted body
image,” while - inaccuracies in the experience of
internal sensations such as hunger or anger are
called ““disturbances of interoceptive awareness” 4,
13, 14).

Distorted Body Image -
y image (14). The most commonly reported is a

perceptual disturbance in which the anorexic seems
literally unable to ““see’”’ how thin she has become.
The “inability to recognize her appearance as abnor-
mal” (13, p. 125) often-takes on -the features of a
delusion as she vigorously insists ‘that her emaciated

figure is just right or even too fat. This distortion is

confined to the anorexic’s perception: of her own
body;. her -perception of things outside her body,
including-the size of other anorexics, is as accurate
as that of anyone else (14). Some anorexics can see

that certain parts of their bodies are-too thin, but
insist that their stomachs, thighs, and hips are ‘“fat”

and in need of further reduction. = —
tortion is emotional rather than perceptual. These
anorexics can seg that they are too thin, but they
either rejoice in this “‘achievement” or they cling to

slenderness as protection against a_body that they
loathe in its normal form (13). The distinction be-
tween those anorexics who markedly overestimate

their body size and the more accurate perceivers.is
an_important one. (14). Overestimators tend to be
mor:

their prognosis for recovery is significantly worse.
For them the combination of perceived obesity and
low self-esteem seems to generate a particularly
intense and refractory drive for thinness (14).
Disturbances of
Interoceptive Awareness

. Most anorexics have great difficulty
in accurately interpreting hunger and other internal

e depressed and psychologically- disturbed. and

-

Fagy .
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sensations such as sexuality, emotions, and tempera-
ture (4, 5).. They may deny or confuse hunger

impulses with other strong emotions: Their experi-
ence of satiety is also disrupted, and therefore the

tendency to binge-eat may alternate with ‘‘endless
complaints of acute discomfort and fullness after the
intake of even small amounts of food” (4, p. 252).

77777 - - In general, anorexics are as-out of
touch with their emotions as they are with their

bodily sensations concerning hunger. Often they do

not know what they are feeling or how to express it;

a_condition known as ‘‘alexithymia.” Many feel
hollow or blank inside; incapable of expericncing
anger or_finding a genuine sense of pleasure in
anything -but weight loss (13). Some of these intero-

ceptive disturbances are attributable to starvation,
but often the problem remains after weight restora-

feelings, in combination with the anorexic’s chronic
struggle to control hunger, creates a fundamental
mistrust of the body that must be overcome if
therapy is to be suceessful (13).

Refusal to Maintain a
Healthy Weight

Thie interplay among the drive for

thinness, the fear of fatness, and the distorted body
image produces. an antagonistic refusal to maintain a

healthy body weight. Hospital nurses report that,
even under intense scrutiny, anorexics will surrepti-

tiously attach pats of butter to the underside of trays
and gracefully spit pieces of partially chewed meat

into milk containers (2). Since the anorexic angrily
denies she is ill, she resents the intrusions of parents,

friends, and physicians, whom she perceives as
conspiring to force her to eat and become fat (23).

This refusal to eat often results in unpleasant strug-
gles for control, but it is important to understand
that the-anorexic’s motive is usually fear of weight

gain and not aggression (13).



The Effects of Starvation

Abnormal Reproductive Functioning
_For_females an important sign of

anorexia nervosa is a delay in menarche - (primary
amenorrhea) or a cessation of menstrual periods
(secondary amenorrhea) (2). For males the corre-
sponding sign is impotence and infertility caused by
a_substantial drop. in levels of testosterone. Some
experts believe that deficits in reproductive function-
ing are due entirely to starvation, but others point to

two facts that contradict this simple explanation.
First, as noted previously, in as many- as one-third of

the cases amenorrhea precedes a noticeable weight
loss (3, 9). Second, in a significant number of cases
amenorrhea persists long after a weight sufficient to
initiate or restore menstruation has been attained (2).
This_ controversy is not _yet -resolved;, but most

experts include abnormal reproductive functioning as
a criterion for anerexia nervosa.

The Effects of Starvation

- Descriptions of anorexia nervosa

have emphasized many more symptoms than those
given here. For example, Levenkron (21) connects
anorexia nervosa with obsessiens, compulsions, para-

noia, and depression. It is true that a number of
psycholegical problems are commonly associated
with the central features of anorexia nervosa: How-
ever, many of these are caused by starvation.

- - During the late 1940s researchers at

the University of Minnesota studied the long-term

effects of a semistarvation diet on 36 male conscien-
tious objectors who -volunteered for the. research
(Keys and others [19], as reviewed in Bruch- [5],
Garfinkel and Garner [13], Garfinkel and others [15],
Garner and -others [18]). None of the men was

anorexic. In fact before the study began, the investi-
gators carefully determined that each of the men was
physically healthy and psychologically well-adjusted:

- What follows are a few of the many

striking parallels between some of the commonly
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noted features of anorexia nervosa and the effects-of

a semistarvation diet on normal males (for a fuller

comparison, see Garner and others [18]).
Obsession

- Although anorexics si:ﬁbbeﬁiiyféigsé

to eat; they are often preoccupied with food and food

preparation. They.“‘savor” collecting, reading, and

talking about books on cooking or nutrition. Some
anorexics will secrete food from the table and hoard

male volunteers in the Minnesota study lost a signifi-

cant amount of weight, they became similarly ob-
sessed with food, eating, and cooking; to the point
where they coiild concentrate on very little else: The
hoarding of food and cooking utensils was commonly
observed. - Several of the men found themselves
thinking about careers in food preparation; and three
became chefs after the experiment concluded.

Unusual Eating and Drinking Habits

: ~ Many anorexics develop strange ways
of consuming what little food they allow themselves
to eat: For example; they may cut each piece of meat
into four identical pieces. Then they will eat only
three of them, making sure that the fork does not
touch their lips and that they chew each chunk

exactly 12 times. Sometimes they mix foods in

strange ways, such as putting vinegar and sugar on a

piece of lettuce. Some anorexics “live on” diet soft

driniks or coffee. The list of rituals, bizarre practices,
and oral habits goes on-and on, but the important
point is that every one of them was observed in the
semistarved male veolunteers.

Emotional Disturbance

- . . Descriptions of anorexics commonly
note their depression, anxiety, and contentiousness.

Although the men in the Minnesota study were

B i,’
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The Effects of Starvation
carefully screened to exclude the emotionally unsta-
ble, semistarvation produced profound emotional
changes: In general, the thresipld for negative emo-

tional reactions was lowered. In response to little or

no -provocation,- the men berame -depressed, angry,
and anxious. Some became apathetic and overly

attentive to what ordinarily would be minor aches
and pain. Two of the men became grossly disturbed

and were hospitalized for psychiatric treatment. In-
terestingly, some of the men became even more

difficult to get along with when they were permitted
normal access to food again. This strengthens the

conclusion that the -process of starvation creates
powerful emotional disturbances above and beyond

the impact of obvious nutritional deficiencies.
Social Withdrawal

~._-One of the reasons that anorexia ner-

vosa is so devastating for the family is that self-
absorption makes the anorexic oblivious to the needs
of others. This is due in part to the fanatical drive
for thinness, but the Minnesota study indicates that
social withdrawal is also a result of starvation. As
starvation progressed, the men became more self-
centered, inexpressive, ard isolated. Dealing with
others became “‘too much trouble” or “too tiring.”
Sexual interests and activity ceased almost complete-
ly. As was the case for emotional stability, all these

indices of self-absorption persisted long after weight

restoration began.
Binge-Eating

_ From one-third to one-half of all ano-
rexics. periodically lose control of their prodigious
hunger and proceed to eat tremendous quantities of
food: These episodes of bulimia (“‘ox hunger’’) were
also observed in-some of the Minnesota-velunteers
during the starvation phase. During the rehabilitation

phase, many engaged in binge-eating, and a startling

but extremely significant finding was an increase in
their hunger following a large meal.
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Implications of the =~

Minneseta Starvation Study
~__ This research is fundamental to un-
derstanding and teaching about both anorexia ner-

vosa and bulimia. It suggests _that _ chronic and
extreme dieting of the -type practiced by many

adolescent girls, some adolescent boys, and a fair
number of educators of both sexes has very negative
psychological effects. Since the weight loss efforts of

anorexics are by definition more extreme, the psy-

chological effects of starvation form an mportant
part of the eating disorder. Unless they persist after

weight restoration, however; depression, self-absorp-
tion, and so forth shouid be considered  significant
by-products of starvation that are intensified by the

drive for thinness and the fear of becoming obese (2).
Sl -The Minnesota study also highlights
the basic paradox that engulfs the anorexic (13). The

drive for thinness and the fear of obesity sustain the
process. of starvation. But starvation results in an
obsession with food and eating; a tendency to binge-

eat, and-decreases in alertness, ambition, and ener-
gy, all of which threaten the anorexic’s commitment
to weight loss and control of herself. The anorexic’s
response to this challenge is to tighten her belt and
her lips in further resolve to get thin. Although self-

destruction is not her motive, -the end result of the
battle with starvation is the tightening of a noose.

Commonly Associated
Characteristics
Hyperactivity
.. Unlike people who are starving be-
cause food is unavailable, anorexics may have _an
extraordinary amount of erergy-in the initial stages
of i:heig illness (9, 22, 7). “This energy is usually
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Commonly Associated Charactristics

expended in zctivities which contribiite fo weight
loss, such as dancing ¢z doing calisthenics, but it can
also be expressed in an

sec y activity which contributes
to the all-important sense of control” (22, p. 22: 9).

Initially, the “driven” quality of these activities

meets the approval of parents, coaches, and friends
who encourage self-sacrificing dedication to achieve-

ment. As time goes on, however, the hyperactivity

assumes a ritualized and ~compulsive nature that
isolates the anorexic from the flow of everyday life
(9).

Perfectionism and a Profound

Sense of Ineffectiveness

- __According to Hilde Bruch (4, 5), a
world-renowned expert on anorexia nervosa, the

stubborn and defiant drive for thinpess is a compen-

sation for an undifferentiated and intense feeling of

helplessness. - This is consistent with the clinical
observation that many anorexics see:themselves as
stupid and ineffectual in-a world filled with complex

challenges (23). Although the world of today’s ado-
lescent is indeed complex and challenging, the anor-

exic’s_low self-esteem is built upen-an all-or-none
perfectionism that has no roem for failure or degrees
of success (13; -see Chapter 8 of this book).. .

: - When a profound sense of _ineffec-

tiveness is coupled with extreme perfectionism and

unmistakable talent, as is often the case, the result is
alienation from self and from others. Self-acceptance
crumbles in the face of unrelenting pressure to do

well and the conviction that whatever is accom-

plished will not be enough: Other people, seeing only
talent and drive against the backdrop of a “good
home;” cannot relate to the anorexic’s insecurities,

Paradoxically, the belief that failure and loss of
control are always just around the corner may be
responsible for the compulsive insisterice on orderli-
ness, structure, and goodness that keeps other peo-

ple at a distance (23).
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Anorexia Nervosa with
Bulimic eemplieatiens

presented in Chapter 1 makes 1t clear that anorexia

nervosa and bulimia are not entirely distinct eating

disorders. According to several recent reviews, be-
tween 10 and 47 percent of anorexics engage in
bulimic behavior (9; 12). That is, they have episodes

of binge-eating followed by purgmg in the form
of self-induced vomiting or abuse of laxatives and
diuretics.

Iﬁ tl'us regard experts sneak of re-

stnctmg _versus _bulimic anorexics (13, 17). The

utility of this division is supported by the finding that
bulimic anorexics are significantly -more - disturbed
than restricting anerexics (9, 18, 23).. Although the

bulimic group tends to be more extroverted and
sexually experienced, the instability of their -eating

habits seems to extend to many_aspects of their
lives: As a group they are more embtionally unstable,

more impulsive, more likely to complain of various
aches and pains, more likely to report extreme
conflict within their families, and mere prene to the
abuse of alcohol and drugs (2, 18, 23). In addltlon,

before the onset of 1llness, bullmlC anorexu:s are

and to have had mterpersonal dtffteulttes inter-
spersed with- _depression,  anxiety, and . erratic
changes in moods (12, 18). Ironically, aithough
bulimic anorexics are -more likely to admit their
illness and participate in treatment, their long-term

prognosis is poorer, probably as a function of a more

dlsoréamzed personahty and the addictive qualities

Researchers are eontmually extract-

lng and evé.iﬁaitmg new subgroups of anorexics, such
as those who vomit versus those who do not. The
principal implications of this research for school staff
are as folows:

1. Efforts to delineate meaningful subgroups should
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riot. obscure the fact that each anorexic is an

individual with complex feelings, behaviors, and

values that are distinct from the drive for thin-
ness and fear of fatness shared with other

anorexics: L
2. Not all anorexics correspond to the stereotvpe of

the -perfectionist; compliaut, and sexually naive
adolescent. o o
Although a good deal of further research is

needed to determine the significance of diagnos-

w1

tic subgroups for the prevention and treatment of
anorexia nervosa, bulimic anorexia seems to be
more closely related to bulimia (see Chapter 4)
than to restricting anorexia nervosa.

Anorexia Nervosa Versus
Other Psychological
Disorders

Given an increased public awareness

of anorexia nervosa, it is important that education
employees and others interested in adolescents not

interpret every significant loss of weight as anorexia
nervosa. Here are a few disorders that may be
confused with anorexia nervosa (5, 13, 15).

Endocrine Disorder

- Addison’s. disease, which _compro-

mises the functioning of the adrenal glands, produces

symptoms -that superficially resemble anorexia ner-

vosa (6, 13). Victims lose weight, vomit, eat- very
little, show little interest in sexuality and socializing;

and have lowered blood pressure and body tempera-
ture.. Generally they are very concerned about their

rapid weight loss, however, and they try hard to
keep food down. In addition, in Addison’s disease

patients, unlike victims of anorexia nervosa, the

potassium levels are elevated instead of reduced {13).
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ANOREXIA NERVOSA
Psychogenic Malnutrition

__ “Psychogenic malnutrition” refers to
loss of weight that has a -psychological

origin—that is, it has no known physical cause (4,

an extre

23). This would: apply to a depressed person whose
lack of motivation and general withdrawal encom-

passes a loss of interest in food. It would also be the
appropriate label for the nutritional status of a
paranoid-schizophrenic whose refusal to eat is based
on the delusion that the food is poisoned or pos-
sessed of evil powers.

Conversion Disorder

In a conversion disorder the patient

unconsciously converts an intolerable :motional con-
flict into the symptoms of face-saving physical illness

(1, 24): In some cases conflicts over sexuality or
dependence are converted into loss of appetite, prob-

lems with nausea and indigestion, and uncontrollable
vomiting after any sort of food intake. These -pa-

tients may be mistaken for anorexics because their
ostensible concern about emaciation and their will-

ingness to cooperate with weight restoration efforts
are: contradicted by their resistance to therapy and

their comfort with the role of patient (15). In these
patients the denial of hunger and the inability to

keep food down indirectly communicate distress
about interpersonal problems; they do not represent
a drive for thinness.

which appetite is rediced and weight is lost high-
lights the distinctive features of eating disorders. in
general and anorexia nervosa in particular. As An-
dersen (2) emphasizes; -the diagnosis of anorexia
nervosa should be based on the presence of “posi-

tive” signs;, not the exclusion of other disorders.



The Effects of Anorexia Nervosa

These signs, each of which is missing in the preced-
ing disorders, are as follows:

1. A drive for thinness

2. A morbid fear of becoming fat

3. A distortion of body image -
4. The refusal to eat properly despite an obsession
with food o i

Dangerous methods of reducing and/or purging
Episedes of binge-eating.

oo

The Effects
of Anorexia Nervosa

Psychological

. As the illness progresses, anorexics
experience. severe psychological turmoil. Chronic

adety about weight gain and appearance, the ef-

fects of malnutrition on the brain, the severe stress
involved in combating the body’s natural inclination
to maintain weight at a healthy level, and, in some

cases the very real threat of binge-purge episodes—
all take their toll. Over time the anorexic becomes
irritable, hostile, indecisive, depressed, defiant, and
resistant to change (23). The obsession with reducing
and the effort necessary to overcome a mounting
hunger create a fog that blankets normal psychologi-
cal functiening, leaving the anorexic at times in what

amounts to a dissociated state (5)
Phyéieéi

. The physical effects of anorexia ner-

vosa represent the intersection of starvation, chronic

stress, and the abuse of weight control methods sick
reising, - se niting, laxatives,
and diuretics (10, 13). The effects of starvation and
purgatives can be severe and even fatal. Currently,

as overexercising, self-induced vomitin

) I
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the mortahty rate is between 2 and 3 percent 2, 13)

but it has been as high as 10 percent in the past (13).
Thus, even though an anorexic says she ‘‘feels fine”’
and her parents claim “she is very active and healthy
as a horse,” it is important that all anorexics receive

careful medical evaluation (2).
Starvation

Starvation has at least a score of

negattve effeets on psychological and physical func-

tlonmg (2, 10, 13). Those that sabotage the anorex-
ic’s battle Wlth hunger and significantly threaten her
health include the following:

1. Numerous problems with the bram-body systems
that regulate basic bodily functions. Thus; sleep
is disrupted, it is difficult to stay warm, and

sexual drive is decreased.
2. Cardiovascular problems such as slow, 1rregtﬂa§r

heartbeats and a drop .in blood pressure. These

result in light-headedness and dizziness that

worsen dunng exertion.
Muscle wastmg and muscular weakness o

Susceptibility to severe and sometimes fatal 1H-
nesses; such as bronchopneumonia and kidney or
cardiac failure:

Starvatlon also has some less severe

efffeetsfthat may serve as warning signs of anorexia
nervosa (see Table 10-1, _pp. 254-55):

1. The hair on the head beeomes thin and bnttle

oo

and bhegins to come out in clumps during comb-
ing. :
2. A fine, raised white halr called “laniiio appears

on the clieeks, neck, forearms, and thighs, proba-
bly to conserve heat

Gastromtestlnal symptoms 1nclu61ng chromc

constipation and abdominal discomfort (bloating);

.Cp\\

follow 1ngest10n of even a smaﬂ amount of food
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yellowish in appearance from a diet consisting
primarily of vegetables such as carrots. These

vegetables contain a yellow or red plant pigment

called carotene.

Weight Regulation Methods

__Repeated self-induced vomiting has a
variety of negative effects on each component of the
digestive system. (13, 10, 25, 26). The backwash of

vomitus produces unusual patterns of enamel erosion

and tooth degeneration, a process. that is compound-
ed by decreases in the ability of the saliva to serve

its protective function. The throat and esophagus

may be chronically sore or otherwise irritated, and
the person may complain of difficulty in swallowing.
Chronic vomiting can also cause lesions in the esoph-
agus, and, in rare cases, a rupture will be fatal: The
stomach is adversely affected in ways that worsen
the: bloating and digestive pain produced by star-
vation. . S
.. . The major danger of self-induced
vomiting and the abuse of diuretics is a disruption of
the potassium-sodium balance _necessary - for -the

proper functioning of nerves and muscles, including
the heart. Low potassium levels, called hypokalemia,
can develop without much warning. The resiilt is
fatigue, muscle weakness, muscle spasms (tetany),
diminished reflexes, and a worsening of depression

and irritability. Abuse of diuretics also contributes to
dehydration, which - magnifies the weakness - and

light-headedness created by starvation and hypokale-

.

mia. Severe hypokalemia can cause convulsions,
irregular heartbeats; and fatal heart or kidney fail-
ure. Unfortunately, research suggests that the ef-

fects of hypokalemia may be particularly pronounced

and even deadly during the type of .intense and
prolonged exercising seen in many cases of anorexia
nervesa. o L
= - . The abuse of laxatives exacerbates
the digestive problems created by Sstarvation. For
example, stomach discomfort, cramping, and, para-
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doxicaily, constipation are all worsened by chronic
laxative abuse. Such abuse also leaves the anorexic
weaker by making it more difficult for the intestines
to absorb fat, protein, and calcium. In cases of

extreme abuse the bowel becomes completely
dysfunctional. - e
.- -It is important to note that some
anorexics and bulimics induce vomiting by ingesting
syrup of ipecac (11, 28). This product is available
over the counter, and many parents buy it as a first
aid measure that enablcs them to stimulate vomiting

rapidly in cases of accidental poisoning. Chronic use
of syrup of ipecac as a weight regulation method

creates all the dangers of repeated vomiting, plus
another; more deadly one: Syrup of ipecac contains

emetine. With repeated use, emetine builds up in the

heart, weakening it dangerously. The much publi-
cized death of anorexic singer Karen Carpenter was
attributable to emetine poisoning:

Chronic Stress

- Anorexia nervosa is both a cause and

an effect of psychological distress. Consequently, the
physical effects of anorexia nervosa reflect the im-

pact of chronic anxiety, tension, and depression on
the human body. In general these effects intensify

the disturbances of hunger, satiety, sleep, and sexu-
ality produced by starvation.

Social

- The anorexic’s-initial commitment to

dieting is often based on a desirs to be more popular
or attractive. As the illness progresses, however, the

anorexic -becomes increasingly alienated- from other

people (4, 7, 13). Obsession, fear, and starvation
make anorexia nervesa a lonely eaterprise that be-

wilders; horrifies; and antagonizes others. One recent

study found that in general anorexics ‘“‘lead depress-

ing, restricted, and joyless lives, with feelings of

personal inadequacy at work;, and often overwhelm-

ing social and family problems” (27, p. 56).

a3
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Teaching About Anorexia
Nervosa: Conclusions
and Implications

Definition
- Conclusion. Anorexia nervosa is a
misnoner because it means “nervous lack of appe-
tite.”’ In fact, anorexia nervosa should-be thought of

as a drive for thinness, an irrational fear of ‘weight

gain; and a distorted experience of the body. Togeth-

er these experiences produce fanatical measures
designed to suppress a _mounting sense of hunger
and a concomitant preoccupation with food.

. Implication. Discussions of anorexia
nervosa should deemphasize weight loss and debunk

the myth that anorexics have conquered hunger.

The Effects of Starvation

Conclusion. The anorexic envisions

slenderness as the solution to life’s problems. But
most people are not ‘‘designed” to be extremely thin,

and thus the anorexic’s efforts to reduce constitute
starvation. Starvation produces an obsession with

food and eating; emotional disruption, social with-
drawal; and a tendency to binge-eat. In other words,
starvation gencrates a number of negative effects

that intensify many of the same problems that

reducing was designed to solve:

__Implicition. A conscientious discus-

siun of anorexia nervosa, one that tries to capture

both the comprehensibility and the irrationality of

the anorexic’s motives, should include a section on
the physical and psychological consequences of
starvation.

(oh i
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Anorexia Nervosa with
Bulimic Complications
Conclusion. A significant number_of

anorexics periodically lose control over their hunger

and binge-cat. The prospect of weight gain and the
uncertainty produced by episodic helplessness propel
these bulimic anorexics to try to rid themselves of
the calories by self-induced vomiting, laxatives, and

fasting. But rurging only intensifies hunger and
weakens-the ability to resist it; thus setting the stage
for -engulfment by daily or even hourly binge-purge
cycles. Those anorexics who are prone to bulimic
complications tend to lead chaotic lives characterized
by impulsivity, emotional instability; and overt family
conflict. - B 7
Implication. The existence of bulimic

anorexia emphasizes two major points. First, it rein-
forces the critical point that the battle with starva-
tion is a dangerous one. Second, not every anorexic
is “the best little girl in the world” (20).

Consequences of Anorexia Nervosa

o . Conclusion. Anorexia nervosa is self-
destructive and potentially fatal, but the dieter who

becomes anorexic does not intend to commit suicide.
On the contrary, this person hopes to gain control by
achieving a highly valued state in our culture, that of

being slim and trim (see Chapter 7). For reasons not

yet fully understood (see Chapter 8), in certain
people dieting unleashes a fanatical commitment to
weight loss. This obsession is ultimately self-defeat-

ing but self-perpetuating. Specifically, anorexia ner-
vosa produces starvation, - chronic psychological
stress, and physical abuse.- These effects ensnare the

anorexic in a web that builds fatigue, confusion, and
inadequacy around an expanding core of anxiety-

dieting-hunger-anxiety-dieting-hunger. Seeking vigor;
the anorexic creates weakness; seeking control, the

anorexic manufactures helplessness; and seeking
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connection, the iﬁéfemc finds_herself completely

alone. At the beginn Ing;- suicide -was far from the

intention; at the end; it is a distinct possibility.
_ Implication. Understanding the trap

of anorexia nervosa is an important means of avoid-
ing authoritarian scare tactics and empathizing with
the authentic concerns of adolescents. Conceptualiz-

ing anorexia nervosa as the breakdown of coping
strategies that are culturally approved and initially

successful sets the stage for an effective discussion
of adolescent stressors and both negative and posi-
tive means of adjusting. It also humanizes the disor-
think about their own relationship to many of the
topics covered in subsequent chapters: dieting, self-
esteem, our -cultural -obsession with slenderness,

biological weight regulation, and sex roles.
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CHAPTER 3

Vicki’s Story:
Th P** rsonal

A descnptlon of tﬁe general sxgns

and symptomé of anorexia nervosa simply cannot
capture--the -intensely personal side of this tragic

eating disorder. This chapter presents the introduc-

tory portions of very lengthy interviews that I (ML)
conducted separately with an 18-year-old -Caucasian
girl (referred to as “V” for “Vlckl”) and her upper-
middle-class parents.

The Adolescent
ML’ H()W and é&ﬁén did yaur problems begin?

my grandparents At my_ grandparents 1 would get
up. in the morning, and sometimes I would stretch

out or something. This really impressed my grand-
parents, because my  cousin was a little bit over-
welght and; altheugh 1 was just about normal for my

size, I did exercise. So I was special. I liked to do

thmgs for my grandparents. I would vacuum,; and I'd
mow the lawn for them, and I started running and

really actwe and I wasn’t lazy, because my grand
mother isn’t lazy at all. And so I had a really good
time there. -

My parents and I left tliere and on

the w way home I said, ‘“Why don’t we all three g0 on
a diet together?” My mom and dad- liked the idea—
because everyone talks about it and because we were




The Adolescent

coming home from vacation and stuff, and everyone
thought they had gained weight, and so we never

really mentioned it again. , 7
ML: What made you suggest going on a diet
together? ool oD s - o R
V: Well, I had started to think about weight, and I

was just starting to develop. I remember I had just

gotten new clothes, and when I put them on I just
realized I was looking differenf. And I had also
started-to wear makeup for the first time becaiise I
remember my grandmother asked me to take it off. I

was trying kind of to be old, but then I liked being
the baby, and especially now since I was just the

baby left- with my mom and dad. I felt confused
about which way to go. - - - S
- - -When 1 got-heme I was real excited
about starting high school. I made the varsity soccer
exercising and not eating. o -
ML: T'm still not clear why you decided to diet.
V: 1 really don’t know what made me actually
decide: I liked how I was starting to look, but then I
decided I would look a little bit better if I just
weighed a little bit less. - o
ML: How tall were you and how much did you weigh

about 105. I remember because I
100. And 100 pounds just stuck in

V: 1 was 54" and ab

had just gone over
my mind....

ML: When you got back home from your grandpar-

ents’ and began trying out for the soccer team; were

yau diéting then,?, _ . - - - ol L __.___=
V: 1.was just starting to run. No, I was eating normal

but I was trying to cut out some.of my eating, mostly
fats, and then I started cutting out my snacks
because I used to_just come home from school and
eat like a horse. Then I stopped eating lunch. It was
a big deal, because we would all eat lunch at high

school together, and people started noticing when 1

said, ‘“Well; I'm dieting, I'm not eating my lunch.”
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ing was getting te. be very eampuiswer Cemmg herme
I'd jump off the bus and start running; and the girl
that lived next door would take my books and drop
them off at the front door.. And then I started trying

to find ways that I couid lose more—that I could

start to sweat more, because I always felt so good
after I had run. So I started puttmg saran wrap on.

MI; Drd yeu run regardless ef the weather? 7
V Oh yes It was hke hell bent for notlung, you Just

soccer practrce ‘But that was aﬂ that 1 was deing

really, Just runmng and doing soccer practice.

ML: D1d you do exercises in the mormrig? )
V. 1 started doing stuff for my stomach just before

I'd get_-up in the morning. But it wasn’t something
that I thought about or planned ahead. That went on
for a few months. Then:I started to_lose werght and

school people were Saylng, “Gee, you look really
good.” 1 was looking thinner; so I was probably
dewn around 99 er 97.

Then people §t9pp§§, saying stuff to
me, SO I thought ““Something’s wrong here. I'll lose
fwe more pounds and get down to like about 92 or

around there.” And then I had my eye set on- 90 and

mom and dad were startmg to notlce a change They
weren't really concerned, but they were starting to
get concerned. Theyfl ask me, ‘‘Are _you eating?’

“Sure I'm eating.”” But I wouldn’t eat and I had

started kind of doing things in my head, planning
ahead what to say to get out of-things.- 1 would not
eat breakfast because I'd get up before them to go to
school. T didn’t eat lunch because I was at school,
but I'd tell them, “Sure, I had something.”” Then I
wotuld go to soccer and I'd come home and I'd have
just a little bit; I was starving, so 1 had te have

something.




The Adolescent

ML: Were you hungry throughout 7afllifthis?

V: Yeah, 1 was really hungry, but I was trying to-eat

things that normal people eat on diets like chicken

noodle -soup or cottage cheese. Then every night
before I'd go to bed I'd have like 2 big diet drink or

a slush, so it looked like 1 was just eating in the
normal way. - A - S oo o
- Then my face started to get shrunk-

én'?ﬂ,@ Ely parents took me to a doctor. I didn’t
want to go, because I thought they were crazy to

think anything was wrong. But it was getting to the
point where my mom and dad were saying, “You
can't exercise,” and I -was like; “You can't tell me
what to do.” I especially wanted my dad te see me

running in the pouring rain, but I didn’t want to talk

to him about it. I liked. the fact that I was doing

something even though he may not want me to:

ML: Were you ﬁﬁlé f:(’)ﬂp'liai' soccer without éﬁfipg?
V: 1 was able to play, but I was starting to feel really
run-down._And when I was in_school, -all I would
tiink about was food-all day long, I was so hungry,
but I wouldn’t eat. No way. Especially at school,
l;ecauSé I really felt goo;ii there.

ML: Did you have trouble ééﬁééﬁﬁating on your
schoolwork? - S
V: Oh.my Goc I didn’t even think about schoolwork.

Schoolwork wa: . like, dropped. It was funny because
I had always ¥~ 2 really good student and school-
work had com: -.-st. But then it just kind of took a
back seat; just ' sating--food, food; food—came
first.

ML: Did you thir ; akeit ea:ing or did you think
about calories? o 7

V: Oh, G, I ster ? caenlatir v calories—I memo-
rized calorics. 1 was stat 13 10 get really involved
with food and I was meviag, just kind of moving
away from my frion’. Lecause they were into

eating. We were just Line f getr'n: intu separate
little worlds.

e
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MI: What happened when your parents took you to
see the doctor?

V: He weighed me : and I thmk I was . areuna 96 or

97. He said, ‘“‘I want you to write down for the next
two weeks what you eat.” I said, ‘“Fine, let's go
home:”’ Over the next two weeks I lost ten pounds I

MI:r You lest ten pounds in those two weeks?
V: Yeah, and the doctor told my mom and dad, ‘‘She

[ S

needs to go to a hospital right away:” 1. remember

when I went-to see him the second time I was feeling
really good; because I was wearing these pants I had
worn when I was real young; and I was just feeling

so thin, it was Just great.
ML So yeu didn’t feel badly? You dtdnt feel that

you needed to go to a doctor?
V: No. I dldnt know what it was all about really

ML Were you angry?

V. A little bit, because 1 kiiid of felt hke someone

was tampering with the world 1 was making for
myself, and I didn’t like it.

ML: What was schc ) llke at tﬁls tlme’

V- Thmgs started to get really bad: I was gettmg

really thin and trying to cover for it, but in another
way I wasn't trying to cover for it. I was wearing
baggy clothes, but even with baggy clothes you could

notice it. I'd go through the halls and Begple Wotﬂd
say my nickname: ‘“Annie’ for anorexic. . .: That
was just sick; but some of the ones who dld it were

sick. But I was. gettmg neticed. In high school you

don’t get noticed; you're just a little nerd freshman

the;” vant to oqmsh on. And my soccer was coming
to an end, Wthh was good because it was getting to
be tc. much. .

ML: Were you stlll exercising at this time?
V: Yeah; my exercising bocame A-number-one im-
portant, before soccer ci everything.

ML: At this tlme what i1d of food and how much
might yor aat in the course of a day?



The Adolescent

V: 1 wasn't eating any breakfast or lunch. So
probably all I was eating was around three or four
hundred calories: Not much: At this point. it wasn'’t
hard for me not to eat. It was getting to be easier:
I'd probably shrunk my stomach by then; and it just
wasn't an effort not to eat. = = :

... .- It was more of an effort and a prob-
lem after I had eaten, because I was really starting

to feel guilty. I remember we got our Christmas

picture taken, and then we all went out to eat. I
refused to eat anything: That was the first time that

I had shown that I wasn’t going to eat in_front of my
brothers anl sisters. This was when my brothers and
sisters became aware. And when we got the pictures
back, my mom wouldn’t even send them out, be-

cause I was really looking thin.

ML: Tell me about geing to the hospi* -
V: The dav before I went to the hos;
home sround 4 o'clock and my mer> ani.

home. They didn’t even say anythin: ‘o i

knew something was wrong because . .y - wver
home this early. And so finally that nigi: saud,
“Why are you guys home? What’s happening:”’ Aud

my mom and dad said, “Well, we've decided we're

going to take you to the hespital tomorrow.” And for
an-inane reason, God knows why, ~ was s6 mad, but

I didn’t say one thing. I just said; ‘‘Oh, okay.’" I was
really mad, but I think inside I knew that something
was wrong. Another thing, I kind of felt it might,
you know, just be fun to go to a hospital for a day
and then be back to the normal things: =

- The next day we went to the hospital

and I just knew something was going to be crazy
about this place, because the lady that admitted you

was the weirdest-looking thing I'd ever seen. [ just

got scared—I didn’t know—when they said a hospi-

tal, I was thinking a normal hospital=I never even
thought of a psychiatric hospital. I didn’t know what

one was. And the docters were just asking me
everything, in front of my mom and dad, just like I
was crazy or something, and I didn’t know what was
happening. By this time I was starting to cry,
66
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because I wanted to get out. of thls place I was on an

adult suicide and depression unit, because they
didn’t feel I'd-fit in with- the- teenagers and- their
drugs and stuff like that. In effect I was kind of a

goody—1I had always been—well, I had just not been

a problem at home ever. -
- Fmally, my dad said; “The béSt thmg
for us to. do is Jjust go. We'll come back and see you

or call you in a few days.” So I started running after

my mother, crying, and then they went through the
doors, and I'll never forget—I just stood there sob-
bing away, through this door, and my mom’s trying

to reach through the door, trymg to go for me, and

my dad’s telling her, “No you're mot gomg back.”

ML: At this pomt did the doctors or nurses or

anyone tell you why ycu were there? Did anyone say
anything about how thin you were?

V Well, they said, you kncw, “You're slﬁnny " But

in my head I was thinking, “1 want to lose more
welght

ML: Did anyone mentlon “anorexia nervosa”’
V: No, I'd never even heard of the word up to. that

point. So I go to dinner with the other patients, but I
wouldn’t eat anything because I hadn’t run that day

and I was vervy mad about that. The next day I get
up, and they do all this testing and took blood and
welglied me; [ was losing weight still because I

wasn t eatmg
ML: How tall were you and how much d1d you welgh

at this point?
V I was still 5’ 4” and around 85 pounds

ME When you looked in the mirror and saw your-

self without any clothes on, what d1d you think?

V: I didn’t stand in front of the mirrer naked ltke
everyone always asks me, but I used to stand in
front of the mll‘!’OI’ and I thought I looked normal I d
mirror, and [ just thouéht I was normal. I liked my
hipbones sticking out. and I liked it that when I laid
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The Adolescent

flat my stomach would sink down. I just liked it=it
was attractive to me.

ML: Tell me about your first few days in the
bpﬁjifal' - - - LTttt
V: By the third day I was still losing weight—I was

down around 80 pounds. So they started this thing
where you have to gain one-fourth of a pound a day
or stay in bed. And I was like, ‘‘Okay, right, you

can’t make me do this.” So_the next day I kept
losing weight and I ended up staying in bed. So I had
to stay in-bed until I gained weight. Then it started

to be really weird—it was like a cycle=I'd gain, and
then I would lose, and I would be in bed, and then

I'd gain; and then I would lose: I was supposed to be
going to school, but when I didn’t gain my weight 1

had to stay in bed all day. So I started not caring,

bgcatise I didn’t want to go to school éﬁy?;véy
ML: Were there other anoresic

V: Yes, this was the first time I had come in contact
with other girls with anorexia. There was a ballerina
girl and this other girl from the adolescent ward. I
was really jealous of them, becatise one of them was -

girls or boys there?

really thin, and she had been in the paper for—I
don’t know why—she was not really famous, but she

had some notice about her because she had been in
another hospital. She had been like a gifted ballerina
and gotten so thin and everything that she was
written up about.

ML: Did they look very thin to you? Did you see

them as being too thin® ~  ~
V. 1 thought they were ugly, but I liked that they

were -thin, although it made me jealous because I
thought they were thinner than me.

ML: Was the staff letting you exercise?
V: No. So when I was in bed I would get up to go to

the bathroom, but I would go in the bathroom and

exercise. Well, they caught on to that pretty quick,

and then they started taking me to the bathroom and
all this kind of jurk. Then I realized that I got
weighed every morning at 6 o’clock. So I’d get up at
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4:30 A.M. and weigh myself. If I was okay [in her
eyes); I'd -go back to bed:. If 1 wasn’t, 1 started
drinking almost a gallon—I mean I could drink so
much that I could gain almost five or ten pounds like
that. So it just became a little game there:
ML: This is going to sound like 2 strange question.
but how did you feel about the food? Were you afraid
of it? o

V: 1 hated it: I wrote poems zrd stuff about alories
and how much I hated them. I hated it so bad, but I
was so hungry it tasted good and it was the first time
I atc these kind of things. They brought me like

starch. galore—doughnuts and powdered eggs and
bread and everything—and I ate it, because I wanted
to be out of bed. But then after I ate it; I just hated
myself so much.

ML: Why did you hate yourself? . . .
V: Because I felt fat. I {elt like the food was just fat
and that was it. o -
ML: Did you feel like you were losing control when
you ate? S o ,
V: Yeah, but I had never thought of the word
“control:”” I just thought of it as like losing a
power. . . .Yeah, I loved it when I didn’t eat. I just
thought it was great. I just felt so strong and

everything. 1 didn’t want to start eating and chang-
ing how I was. Because I had conquered hunger. . . .

The Parents

ML: -When did you -first become aware that your
daughter had a problem? , S

Mom: She was. 13 years old and had just finished
eighth grade. That summer she had some disappoint-
ments. _She had: tried out for cheerleading two or
three times and had riot made it, and the ninth grade
tryou. was the final timz Her very -best -friend -at
that time had al~) trie: sut for it and made it. The
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night her friend made it, we were feeling badly for

our daughter because she hadn’t made it and we
went to a pizza place; and-as we were. there, the girl
walked in and just literally ignored her. ..
Dad: Her other cheerleader friends cut her like she
didn’t_even live, -the kind of stuff I thought only
happened in movies. @ = = o

Mom: Along: with that, she seemed to behaving
problems with her peer group. She’d go to the pool

and there were girls there that literally wanted to
fight, physically. A couple of them followed her

home and threatened to hit her because she was
trying te be so prim and proper and so forth, and

they were going to show her.. - - -
_That summer she flew back East by

herself to spend a couple of weeks with her grand.
parents: We came out early to meet her, and she

seemed very different. I knew she was lenesome; but
she had her family and grandparents there, so I

coulin’t understand why she was acting so different-
ly than I'd ever seen her act. When we got there she
was very conscious of what she was eating and of
exercise. L .
= .- .- . Also she wanted everything planned.
She’d wake up and say, “What are we going to have
for dinner tonight? What are we going to do today?

Let’s have the day planned.” *
ML: Was this need to have tnings planned present

before the vacation? = o
Mom: Yes. As we look back, we see some of the

indications, but we didn’t notice them at the time. At
our previous house we had shag carpeting. If any-

body was lying on the floor, she’d go in and “rake”
it every time. =~ . ,

Dad: That took place a year or so before; this great
desire for even striations, even carpeting. If someone
would walk across it, she'd get furious. But it wasn’t
serious enough to pay any attention to at the time.
; - In retrospect we have never been
able to determine—and I mentioned this to the

counselors at the hespital—any great traumatic event
that occurred during that time.
70
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Mom: When we got home from the vacation, her
personality change became—within a month it was
unbelievable. Here was a kid who was happy
Dad: She was starting to become a bug on exercise.

Mom: And things had to be in order. She didn’t like

to have anything out of order. If I put anything down
on my desk and went away for five minutes, when.I
came back it was gone. This berame unbelievable

later, so that I would just get furious and say, ““If

you touch my things when I put them down, I'm

going to break your arm, because I want my glass
there wher. I come back.” But we didn’t pay a whole

Jot of attention to all these things, because I thought,
“Oh well, it’s just one of those things.” But my
husband said to me; “I think she wants to do this
cicaning bit too much. I really think that we should
try to curk ner....” 7

Jad: % was turning into an obsession—ihe was
.1stan’ly running around with x4 vacvur. cleaner—
tuas scrt of thing. It wasn™ natural fur a teenage
©2~1 got tired of it all. . . . o o
= Then when sko zot back to sctivol—
she was one uf the few ireshmen who made the
varsity soccer team. T'is made it reasonable that she
would -be interested in jogging, but then she really

started to jog: She still lnoke! good, but the exercise

was continuing, and ore Gf the first outside clues
that something was wrong physically came from the

soccer coach. After our daughter had been on the
team 2 month, she got hit in the head by a ball.

Wﬁéﬁ 'er came over, theCOQChsaldshé,was,co,@-
cerned, because our daughter was becoming lethar-

gic. The coach said, ‘“‘We don’t know, we think

there’s something wrong with her—the hit in the
head, for instance, shouldn’t have had that effect.”
- . And she wasn’t happy at school, al-

though she used to love school. When things began
to happen, there was this tremendous nostalgia for

the city we used to live in, where ske was popular as
the devil, where she had girlfriends that were close
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Mom: In Oc* ober she was losing weight and she was
sneaking food around, and she was _planning all this
to ;avgtilﬂusmriioti’cin’g’ that she wasn't eating.
ML: Can you tell me what mealtimes were like?
Mom: Dreadful.

ML: Can you describe one?
Mom: She would become sullen; and not want to talk

to us about anything. We were trying to bring her
out, we were trying to reason with-her, but occasion-
ally we got mad at-her; and she’d get up from the
table and put her plate off to the side. She was not
very pleasant to be around. ,

Dad: She got more and more overtly nasty to her

mother, but she’d »"vays temper herself becaus

wouldn’t stand for s acting like that with me.
ML: Did you comment on her weight and food and
matters of that sort at the dinner table?
Mom: No, not at the dinner table: I remembered the

interaction of the parents with this young girl in an
after-school television program =:i anorexia nervosa,
and so one of the things that I really tried to avoid
was dwelling on food.: L
Dad: In fact, dinners were horrible, filled with
reproaches; and my wife and I would sit there with
our stomachs like this.... And we'd watch _her

fiddle around, and we'd say, “Aren’t you going to

eat anything?”’ And some nights I'd get up and throw

her plate; I'd get so damned mad. We .-ouldn’t eat,
I'd get so upset because the kid is liter.dly starving

herself in front of us. =~ S

- . ---.-. And we knew we couldn’t force her
to eat. This is what gave us—gave me—the combina-
tion of complete frustration and unset, fear, and
complete anger—this ambivalence—toward this will-
ful, damned brat. . .. On the other side, here’s my
baby; starving to death. And it was horrible. It was
hellish. , )

ML: Did the term “‘anorexia nervosa” come up at all
at that point? |

Mom: Yes it did: One day I had come home from
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work early and she was particularly mad. We were
taiking and I said, ‘‘Does the way you're eating

remind you of anything we have seen together?’" And
she said, “What do you mean?”’ And I said, ‘“Well,
just some of thec interactions and the way this is

evolving make me_think of the program we saw
together about this girl who was anorexic and was in

the hospital and wouldn’t eat; and the way her
parents tried- to force her to eat.” And she said,
“Yeah?” And 1 said, “Well, do you feel that you
have anything that’s like that at all?”’- And she said.
“‘I don’t know. Do you think so?”’ And I said, “Well,

I don’t know; because I den’t really know what
you're trying to do. For one thing, I know that
you're losing weight and you're not kidding me. And
I don’t know if you're trying to kid yourself or what

the story is.” Then she said, “Well, it’s none of your
bUSinéSS;” LTIl R Z . [

L As time went on, she would really
blow up at me. Here’s a kid who never had words

with me. And going through the younger years and
very early stages of 10 and 11 and 12 and all that—it
was a breeze. S -
;L: Were those fights and blowups alw=ys about
tood? T
Mom: No, they weren't necessarily about food at all.
It would be just about anything that happened. We
could not agree on znything. And at one point, when
she was really getting to me; I finally realized she
resented that I was gone and that I was working. It
came out very vividly that I had stayed home for 23
years but I couldn’t stay home for her. =~
ML: Tell me about the decision to see a doctor.
Mom: At first there were so many little things that

were said, but they weren’t important enough to
really pay attention to them: But when they finally
began to add up, I decided that I wasn’t going to fool
around with a family doctor that didn’t have any idea
about this at all. My daughter-in-law’s neighbor was

2 nurse at a local hospital—and they had a very good
friend whose daughter was anorexic at age 14—and

she brought a book over for me to read. - : -
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ML: Can you recall the title?
Mom: 1t was The Golden Cage [by Hilde Briich:
Cambridge: Harvard . University Press; 1978]. 1

scanned enough of it in an evening to decide to call
the nurse and get the name of a doctor who would be

able to recognize anorexia nervosa. 1 got the name
and made an appointment. She was then about 5’5"
and 95 peunds" o oL LIIto oIl - - I . -

== . . ... She was furious at me for taking her.
Her personality was changing. ... This kid had
never had a spanking in her life. You don’t have to
spank a kid who never does anything wrong. She
was a perfectly terrific kid.

Ded: What made this very hard for us to accept was
that the four older children—our daughter is the
youngest by almost five years—had literally gone
from the same womb through the same. procedures.
We hadn’t made any radical changes in discipline
and so forth. All four graduated from college. I'll
also say -right up to that time we were quite self-
congratulatory about this, and I'm -sure were even

rather intolerant of other people who hadn’t raised
their kids as well. Along comes this obstreperous

kid, and she caused thic big trauma of fright and
anger and—what the hell’s the matter with this kid?
ML: Could you describe some of these personality

changes? : R
Mom: She became angry at everything that was said
to her. She cut off her friends, she didn’t want to
have anything to do with them. She had -decided at
that point that people here were not like her friends
in the town where we used to live. She said, ‘“They
all have to have sex, they arink, they smoke, and
none of my old friends are doing that.” You know,
we had the regular talks: ‘“Now, you've got to
recognize that everyone is changing at this age. Your
friends are changing too. And hopefully they’re not
dﬁnkmg and smokmg and havmg sex. : : ;":

Diad: She was putting herself on the ouiside, that was
clear. o i

Mom: Right. And she was saying, ‘“This is all wrong.
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I'm not going to have anything ti do with any of
them because they’rc all doing this.” And so one by
one; -she vas climinating her friends. She was also

runnin¢ «:ght miles a day affer going to soccer
practice. 7 o 7
ML: What was happening in school at this time?
Dad: Very antisocial behavior. No friends and she
was miserable. - - ,
ML: Did she have any trouble with her schoolwork?
Dad: No, she could keep her marks in decent shape,
although there was no question she wasn't able to
maintain concentration. .

ML: Was she upset about her studie.? o
Mom: Oh yes, she did become obsessive about her
studies. At a later point she did. She would have to
get all her homework done, and her typing teacher

told-me, “I have never had a student who wants to
go.through every book, and do absolutely everything
and be ahead of everyone else.” _—

Dad: But it was more rote mechanical -memory,
almost a try to grasp it and squeeze it all in. But she
was almost correspondingly ineffective in math and
subjects where she had to think, where her mind was
free. ... ] -

Mom: The counselor called me and she said one of
the classroom teachers had noticed that our daughter
was very tired. Of course, she was dropping weight
more rapidly as time went on, and she was getting
very sullen and resentful. She was losing all this
weight, she was doing all this exercise, all this

running; and she was exhausted.
ML: Was she still playing soccer at this point?
Dad: She had lost interest by then. She thogght thicy

were a bunch of jerks. She just didn’t give a damn
about anyone. There were a couple of times that
really- depressed ‘me: She was lying up on her bed
and she was raving. : . .

Mom: Screaming and crying. . . . 7

Dad: ... and 1 thought, “She’s crazy.” . ..
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ML: It sounds like things had deteriorated almost
completely by the time you were getting ready to-go

back to see the doctor. Was she purging or using
diuretics or laxatives or anything like that?
Mom: No, no. Well, she did tell her sister-in-law that,

after we had -been out for a huge brunch, she said
she felt ‘“‘horrible’’ and ‘‘hated herself’’ and then she

went out and bought laxatives. After she took them,

she got really sick; she -got weak and she almost

passed out. She didn’t tell us that, but she told her
sister-in-law, who said, ‘“Well, that’s going to hap-

pen. You could get sick and-you could pass out

taking those. It’s very, very dangerous.” And she
was still-young enough that those things scared her,
and I think she p.obably tried to purge a couple of
times, but that also scared her.

ML: Tell me about the period right before she was
hospitalized. S
Mom: When we went to the doctor for the second
time;-a week later, she was down from 95 to 90
pounds. She told him what she ate and he said, ‘I
don’t understand how you're down to 90 pounds if
you've eaten what you said you've eaten.”” And she
said; “‘How do you k:ow your scale’s right?”’ And he
said, “Well, I'm quiie sure my scale is right.”” Bt
she was so very sullen and said; “I do just what I
please.” S
. Then she went outside and he told
us, “I very definitely feel that you have a rea’
problem. I would suggest that you seek out a
psychiatrist or psychologist, whichever.” After we
asked, he recommended someone at a nearby univer-
sity. I tried for about three days to get hold of this
person, but when I finally did; he said; “I can’t see
you for about a wesk:” o
ERE By this - time things were - getting
worse and worse daily. And she was saying things to
me like; “I'm going to kill myself. I'm either going
to starve myself to death or I'm going to go over the
nearby dam.”” She had me scared. And she was
saying all of this to me and avoiding saying any of it
in front of her dad. She was nasty but she wouldn’t
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tell him anything. . . . .

acting—and my husband thought 1 was overreacting
at first—but then I called the doctor at the university

back: When I told him what she said, he said,

“You're not overreacting. Get her in the hospital.”
Dad: The day that it actually came to pass—it was

November—I was-standing out in the garage, and I

see it -pouring rain, and for maybe the second or

third time that day, there’s our daughter, running in

the rain, up and around the cirele, and she comes
around and keeps right on going. I went back in the
house and 1 said; ‘“There’s something terribly wrong
with this kid; she’s sick and we've got to do

something.” 7 -
ML: It must have been frightening.
Dad: Scared the hell out of me:
ML: What hagzened when you told your daughter
you were taking her to the hospital? =
Mom: Well, after she was through running in the

rain, siie came in and we told her: She cried and was
upset and said she’d be fine: But the next morning

we took her to_the hospital—that was an experience
beyond belief. When we took her into the ward and
finally did-leave her; she was literally pulling at me
and dragging at me, ‘“Mom, don’t leave me, don’t
leave me:...” 7

Dad: A locked psychiatric ward. B

ML: This was not an eating disorders unit?
Mom: No, they thought she was better off to stay in
an adult psychiatric unit than to go into the adoles-
cent unit where they were having drug problems and

drinking problems. But the adult unit was scary.
.- Later she would scream at me on the
telephone; and call me everything under the sun, if I
didn’t do exactly what she wanted me to do. I was
just torn apart, because you can’t keep tearing into
her. I'd go down there every single night . .. and if

she couldn’t manipulate me totally from the time I’d
arrive, then later she’d get me, you know, she’d keep
77
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me on the telephone, she’d scream and holler at me:

She'd tell e this was a crazy place I'd put her in.

and why was I doing this to her, because ihere was

nothing wrong with her, and there was someéthing
wrong with all the rest of us.

ML: How much did she weigh the day she went into
the hospital? o
Dad: She was 5’5" and she weighed about 80
pounds. ) 7 7

ML: Looking back on it now, how would you
describe what you went through emotionally?

Mom: Much later; in support group we finally did see

a pattern: We were there for several evenings and
maybe several weeks and, the next thing you know,
someone else there would come who was at the same
stage that we had been five weeks before that, and

they were going through the same feelings ... the

Sadﬁes's' Tt S L il
Dad: No, I think you start off with; if not bewilder-

ment, surprise: when you first come home from. the
hospital;, you’re almost thunderstruck by the implica-

tion that you've got a mentally ill child. Depending
on your personality, what’s really happening under-
neath is that you’re scared silly and upset and
frustrated at the insidious nature of it. The real

you're terribly upset and worried, because this kid is
in_a life-threatening position. On the other side, the
one who is doing this to you is creating more damage
to you than anyone else you: knew could, because

you could shut others off or fight or defend against
them. So there’s the combination of almost hate at

times toward *“is child for-the pain she’s bringing—
you've got th.. damned mixture of complete upset,
sympathy, affection, and so forth—and at the same
time, there’s real enmity for the same person who’s
doing this uniquely to you. How do you defend
agzinst someone in whem the threat exists as well?

_ You may cover this mixture up—my
wife’s way is to be upset and I suppose the way I
nandie fear is anger. The culture doesn’t allow me to

78 74



VICRI'S < . WY

(v and carry 0:: w: ¢ g7 1.0 a fighting mode, but
who the hell can I ngi. ? “v wife, the woinan I work
with, whom I'm closest ic. i fight with her and 30
forth—you're upset all th- “tie; and it’s got to come
out SUméWhéi‘é;;i;; e
o Then graduzasly there’s kind of a res-
ignation. This is also insidicus in that the resigna-

tion, I think, is admission of the fact that there’s a
real complete and permanent depressed feeling.

Kven-now:1 find it difficult to forgive my daughter
for what she’s done to us. Even though intellectually

I understand it, it’s another thing to feel it emotional-
ly. I have a hostility toward my daughter. I can’t

help it; even though I understand it, because none of
my other four children ever did to-their mother or to

me what she has. It's pretty darii clese to the
surface, there’s no question, because some of her
stupid selfish habits will trigger it. . o

- - But- then there’s also a little bit of

pleasure and happiness—you feel good when she’s
beginning to make progress and her weight’s coming
back—now she’s in budding health again, she looks
good, and inthat sense we feel good. But the
permanent residue of this for me, and I think for our

daughter too, is that we are much more. .. “cal-
loused”’-is too strong a word-and “tough” doesn’t do

it.... I have a lot mcre latent suspicion of. her
motives, I have a lot more permanent feeling of, here

comes that crap again. I honestly wish I were more
rid of that, but I'm net.

Mom: My feelings are not as strong as my hus-
band’s. My feelings are miich more tempered as Igo

along, and I de not think I have the feeling of
leftover resentment. I'm so pleased that she has

come aiong as well as she has. I.am so thankful that
I almost feel maybe I better feel happy zid pleased
about it After all these years that we woiked so

hard to help her, we've got to feel good about it.



The Parents

Epilogue: This transcript is the introductin~ f. - -
interview that runs four hours and nearly 9¢ type-
written pages: The daughter’s anorexia nerves:. be-
gan when she was 13. Her parents have been
through a great deal, and ‘they have given a greai
deal in family therapy, in support groups, in volun-
teer work for an eating disorders association; and in

a continuing commitment to. their daughter. .
. . Vicki is currently 18 years old and
living at home. She was released from the hospital in
December. of her thirteenth year, but rehospitalized

the day before- her fourteenth birthday in mid-
January when her weight plummeted - below- 80

pounds: At one point following her final hospitaliza-
tion she began binge-eating a certain diet snack food
to the extent that her parents became the second
largest bulk purchasers of that food in the state. She
was also apprehended several times for shoplifting
food, even though she had plenty of money with

which to make -a purchase. She barely managed to
graduate from high school, principally because her
egocentric refusal to participate in the school routine

and her hyperactive involvement in working three

jobs led her to miss toc many classes. She has never
had a menstrual period, and she continues to hold
down several jobs as a- waitress and to exercise a

great deal, if not ritualistically. Her father is very
concerned: about what he perceives as her- need to
keep moving, to keep active so as i.it ‘o0 think and
feel too deeply about anything. Her mother is more
concerned with her daughter’s social and intellectual
immaturity than with her activity level. All in all

however, their daughter is doing much better, thanks
to an excellent hospital program; an expert on eating

disorders to whom they were referred by a national
eating disorders association, and her parents’ love.
At present her weight is up to 105 pounds and she is

making a few friends. He. parents were elated about
these small steps she is taking to recover when one

night she called from an ice cream shop to say that
she had stopped there for a snack.
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CHAPTER ¢

8 F‘ M.C andy i)ar on the way out; I waii(eci to the pari'dng
lot. . Torn—so._ torn.  Cold, - wet. from rain, and alone.

Hmmm-—{a restaurant] or_stay here? Pace, pace, pace: [A
restaurant] it was. -Chili; BLT; grilled cheese fries; mitk:
Threw up. Pretended I was waiting for Sally; must_have

asked the -waitress four times if she had seen her. A girl

asked me to join her-and her friends: ‘“Ahhh; I really must
find my -friend;”” I lied. Pretended to have called Sally,
theni -1 - left. [Another restaurant]—sundae and parfait.
Home; threw up.

9:30 P.M. So weak, numb.
11:45 P:M. A diet Squirt and here I am. I hope I lose

weight; I hope I disintegrate.

—From the diary of a bulimic college student (Neuman
and Halvorson [16; p. 44))

,,,,, Biﬂlﬁﬁé (“ox hunger ) is an eatmg

dlsorder cﬁaractenzed 53? (7 9, 16)—

1. Abnormal increases in Bunger or in " reed to

eat desplte the absence of subjectiveiy experi-

2. Distinct -and 1nconsp1cuous eplsodes of binge-
eatlng, that is, “rapid ingestion-of large quanti-
ties of food” in secret (9 p: 582)

3. Attempts to undo the effects of bmge—eatmg by

self-induced vomiting, restrictive dieting, exces-
sive exercising, or use of laxatives, diuretics, and
diet pills.

4. An inability to stop bingeing despite the percep-

unwanted and abnormal:
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ful in sorting out the many ways in which *‘bulimia”
or “bulimic” is used (2, 9):

As discussed in Chapter 2, meets the criteria for
anorexia nervosa and bulimia simultaneously.
BULIMIA NERVOSA: -
Meets the criteria for bulimia, and purges with
self-induced vomiting and/or laxatives/diuretics.

Was formerly anorexic or extremely thin, but is
currently within the normal range of weight-for-
NORMAL-WEIGHT BULIMIA: - =
Meets the criteria for bulimia -but- was not
formerly anorexic or very thin. May have been
formerly overweight; biit is currentlv within the
normal range of weight-for-height.*
BULIMAREX1A: =~
Identical to bulimia nervosa, except the person

need not have been anorexic or very thin.

Bingeing and purging occur together along with
several psychological aspects of anorexia ner-
vosa: preocrination witﬁ food and body size,
perfectionisi: .ocial withdrawal, and low self.

estee”m,(%)i:; Dol
BULIMIC BEHAVIOR:

Extreme hunger and/or binge-eating that are
either pleasurable (‘‘pigging out”) or attributable
to some organic cause (such as brain tumor,
discontinuance of anti-depressant medication).
This should be considered disordered eating, not
an eating disorder.

*Virtually nothing has been published about the overweight bulimic:
Such people -exist certainly; but it is- very important -to distiniguish
between bulimia and obesity as defiried in terms of excess weight-for-
height. As discussed in Chapter 7; it is a myth that overweight people
are compulsive or oiit-of-coritrol eaters.
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for th° various types of buhnna can confusmg
Fortunately, recent research by Garner and Garfinkel

suggests that distinctions based on current or past

weight may weil be moot (9). They found that
normal-welght bulimics differed from restricting an-
orexics along the same dimensions as did bulimic

ariorexics (see Chapter 2, p. 50, and Table 4-2). This

research confirmed Garner and. Garfinkel’s ‘‘clinical
impression that the symptoni of bulimia, whether it
occurs In anorexia nervosa or in patients without a

history of emac1atlon is very oﬁen assoc1ated Wlth

from those found in patlents w1th the restricting
subtype of anorexia nervosa’ (9, pp. 581-82). In. the

future, the various bulimic syndromes—bulimia ner-

vosa, normal-weight bulimia, and bulimarexia—will
be known as bulimia nervosa (scc the Introduction of
this beok.

Natural Hlstory

Before consxdermg the. mdmdual fea-

tures. of bulimia, it s helpful to think about this
eating disorder as the outcome of a process that
encompasses many normal or at least common as-
pects of growing up (7, .16, see Chapter 9 for a full

consiceration of . the causes of buhmla)

15 and 20 (7 15), although before thlS time. many

bulimics have problems with eating habits or weight:

anorexia nervosa, childhood obesity, adolescent
welght in the h'g}.*rormal range, or lifelong - fluctua-
tions in weight. In many cases bulimia begins with

the instituticn: of 2 diet following a distressing life
event (the breakup of a romance) a challenge (mak-

eneourages the person to thmk about boay shape and

its links with control, popularity, and achievement. It
i5 probably not comc1dental that the peak age:- of

onset for bulimia—16 to 18—is a time of transition

from high school to college, from high school to

married life, from the family to independent living.




Natural History

. Restrictive dieting usually results in
weight ioss, and as such it is often encouraged by
famly, friends, and our culture (see Chapter 7). The
Minnesota sta:vation study (see Chapter 2) has deri-
onstrated, however; that this type of deficient diet
produces a prev.cupation with food, a_ten:lency to

binge-eat, and emotional instability: At some point a

minor indulgence or a major disappointment cata-
lyzes these effects of self-starvation into a binge-
eating episode. T
- The initial episodes of overeating are
experienced as both pleasurable and horrifying. This

mixture simuitaneously intensifies the need. to diet
and increases the probability that g binge will again
be used to relieve the meunting urge to overeat that
dieting creates. Harassed by this impasse, many
bulimics discover self-ind

is sprung.

uced vomitir.g. and the trap

~ During the first year of bingeing and

purging, the bulimic fends to lose weight. This loss
produces--ar - increase ‘in_starvation-induced hunger

and the illusion of having stumbled onto a way to

binge and reduce. Consequently; over time the fre-

Guency of- bingeing increases, the amount . eaten
during each episode rises, and the frequency and

scverity of purging follows suit. L ,

o Approximately one-third of the calo-
ries taken in during a binge are retained after a
purge; therefore; increased bingeing: means._ that

more and more calories: are absorhed. Eventually;
weight begins to.rise rapidly, causing the frightened

bulimic to- intensify her efforts to redice. This leads
to irritability and hunger, the precipitants of a binge.

Through repeated association with temporary ten-

sion reductisn; bingeing becomes a habitual response

mfort, inciuding boredom: Para-

doxically, this loss of control over bingeing makes 1t
a source of tersion in its. own right. ‘L'his means that

in the later stages of the disorder purging coines to
play a bigger and bigg=r role in alleviating distress.
. ... Strange as it may sound; many long-
term bulimics are locked in a cycle of bingeing t-
purge and purging to binge. For them, bingeing and
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purging are no longer spontaneous reactions to . i np-
pomtment or mdulgence,,They are. dally and. eat °w}

txme _money, energ“y, and sense of involvement in
the woridd, -

S The progression fmm dletmg to daxly
bihgeiﬁt cycles. usually unfolds in secret over a

long per.  of time. The role that school starf and

students can play in detecting and preventing bulim-
ia is highlighted by the sad fact that, while the
average age of onset is 17 or so, the average age at

which individuals seek therapy is 24 (7).

Central Featn: >

_The course. Gf the aisorder makes 1t
clear that “buhmn (bulimia nervosa) refers to.a

multifaceted disorder. in. which binge-eating is but

one of a nuinber of featur~s (see- Table 4-1).- The
following sections present ‘> major characteristics

and -commonly associated fedtures described by a

number of experts (1, 2, 7, 12, 15, 16, 17) It is
important to note - that thls *nformatlon is based

,,,,,,,,,,,,,,,,,,,,

primarily on mvestlgatxons of “‘whizz tmrfle women

,,,,,,,,,,,,,,,,,

education” (7, ». 6) Resear-h with high school
students has begun (see Chapter 6), but mucl more
investigation is needed to develop an accurate profile
of bulimia in this group.

Recurrent Eplsodes o1
Uncontrollable Overeating

Typ? of Food Eatén

Discrete eplsodes of uncontrollable

overeatmg are called “bmges They usually talte

eensume an unbehevable amount of food—a quart of

ice cream, a bo: of cookies, a dozen doughnuts, a
bag of potato chips. and a half gallon of milk. The
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Table 4-1. C-nfral Features an Commonly

Assoc; @ Characteristics of Bulimia
CENTRAL FEATURES

1. Recurrent episodes of uncontrollable overeating

. Efforts to undo the effects of binge-eating by self-induced
vomiting, severe caloric réstriction (abusi: dieting), exces-
sive exercising, use of Jegal or iliegal apsatite suppres-

. sants, and/or use of laxatives or “‘uretice

3. €hronic anxiety, guilt depression; and tension

COMMONLY ASSOEIATED CHAKACTERISTICS

Drastic weight f'ictuation”

Impulsivity and emotional instability

Acting-out via substance abuse, theft, self-miiltilation,

and/or promiscuity 7

Problems with social adjustment

Depression 7 B S , ,

6. A high need to achicve in order to obtain the appro-ai o
others

L3 00

ij‘:hl

¢

“Waen body weight drops to a low level, the cffects of
starvaticn (see Chapter 2) become important aspects of bulimia.

hulimic- usually binges on food considered -off-limits
or “‘bad’’ by dieters, such as ready-to-eat junk food

and other fattening items that cau be devoured with
little preparation. Not all bulimics eat a huge

amount; -however; .ud som;. binge-eat i#:-iit; vegeta-

bles, and otrer foods that would constitute a regular

meal. Whatever the -type of food consumed, it js
gobbled rapidly with little or no appreciation of taste

or - other characteristics. In this respeci, some

bulimics (see Chapter 5) may even eat rav- bacon or
dough.
Amount of Food Eaten
~ Based on the liter='ire, the amourit
eaten during a single binge ranys:s from 1,000 to
55,000 calories;, with an average of approximately

S€ g



BULIMIA

sJOO But as. noted above fiot. all buhmles eat a
ti emendous amnount of food dunng a binge: This has

led some experts -to argue that the defining feature

of a “bulimic binge”’ is thie uncontrollable and com-
pu131 ‘e _nanre. of the consumptlon m con;unctlon

pllls and/or fasting to undo. the physncal and psycho-
logicai effects of gorging. In general, bulimics who
eat a tremendous amount of food are more severely
disturbed in terms of dangerous purging practices;

sngrilflcam weight fluctuations, ind a more dlsorga-
nizea life in which extreme ps- chological distress is
frequent.

Tim i;ig

ous reaction to an upsettmg hfe event. Other txmes

the trigger is_hunger, boredom, or indulgence in a

small, seemingly harmless amount of forbidden food.
After - -the. dlsorder become< entrenched, the binges

Jealously guartied food is shOppea for or stolen and
then ‘hoarded; and the bmge itself is camed out in a

or wot k
Feelings

, The emetlens surreundmg a buhmir'

b'nge are. very different from those attached to. a

regula. meal. Whether or not it is planned, the
eplsode usually begms wnth feelmge of tension. bore-

unbearable tension: As the Bmge p ﬁeeds however

tension is restored in the form of anger, guilt shame,
and anxiety over discovery.
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Central Features
Termination

: EplSOd,éSQi Bmge-e'fmg are téfl’l‘ll-

nated by lack of sufficient supyles, sleep; _social

interruption, intense anxiety, or- acute pain: _In well

over half the cases the _psychological and physical

distress is relieved by self-induced vomiting..
The emotions following termination

of the binge aré a mixture of relief, anxiety, and

depression. The feeling of relief tends to be greater
for those who induce vomiting: This is very- signifi-

cant. To a large extent the power of Vomiting and
bingeing to relieve the tension created by each other

and by life siress is the basis for the bulimic’s loss of
control over eating.

Frequency
For an indivdual to be considered

“bulimic,” his or_her binge vating must be “‘recur-
rent.”” That is; it must occu: #ith sufficient frequen-

Cy to constitute a pattern or habit. The reported
frequency of binge episedes for those who- meet the
other criteria .or bulimia ranges _from weekly to six

times per day, with an average of one fo two
episades per day (15). The- average and range are
use.ul statistics, but they should not be used as a

criterion. If binge-eating (and purging) constitutes a
pattern—whatev( - ‘.. frequency—that

vhate _ —that meets the
IMAD criteria, © ++ -hat person is bulimic.

Efforts to Undo Effects of 2 Birige

.. .. - A binge has a number of troub ing
effects that the bulinic may attempt to reverse. The
most immediate ones are physical discomfort caused
by stomach dist .ision, and depression or shame

caused by a complete loss of control. The less
immediate, but potentially more terrifying, effect is

the joint prospect of weight gaii and (in the bulimic’s

mind). public exposure as a fat, worthless, out-of-

control binge-eater. I'his constellation of negative
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BULIMIA

not considered absolutely necessary for the Ehagnosxs
of bulimia (7), but it occurs with sufficient frequency
to be considered a major feature.

Seif-Induced Voﬁ{ii‘ﬁg

; Most eoule associate vomltmg W1th
the retcﬁmg caused by illness or drunkenness. Con-

sequently, they find it difficuit to understard how
anyone -could ,,w;llmgly induce it, especiali: on a
regular basis. T his is reasonable bewilderment, but it

overlooks two important facts. First, the motivation

to purge is very high. Second, escape artists and
drug. smugglers ‘have demonstrated repeatedly thzt

nausea of the ﬂu or intoxication. Thus they learn ‘ 4

hlghly controlled, almost. ritualistic regurgitation that

is expenenced as a restoratlon of éoﬁti'ol é rehef

buhmlcs mduce vomltmg msertmg fmgers or an

e e %— —— 4 - e w—— - me————m—— o ___

ohject-such as a- toothbrush into the throat. Others
learii to contiol the- vomiting -reflex- by cmtrzr‘tmg

their stomach and chest museles Qtlll ot ~rs résort

{see Chapter 2, p- 55)

g ‘Self-induced vomltmg is an 111usory
form of control. It does not - prevent abserption of a

significant amount of calories. Moreover, it inter-
feres with the body’s normal satiety mechamsms in a
way that inakes binge-eating even more uncontroila-
ble (22). But most important is a point mnde earlier:

the transitory weight loss that most bulimics enjoy
after they begm " omiting reinforces their misguided
hope that purging is a magical way of -having their

cake and not having it too:. It is not. In fact; self-
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Central Features

induced vomiting is a dangerous and generally inef-

fective form of weight control that stimulates hunger
and thereby increases the frequency and rapacious-
ness of binge-eating.

Abusive Dieting

... .. - Bulimics, like anorexics, have a
strong drive for thinness and an irrational fear of
becoming fat (9). So it is not surprising that a bingc
or series of binges leaves them very anxious about

the prospect of weight gain. To “‘reduce” this anxi-

ety, many bulimics resort to one or morc unhealthy
diet: 1g strategies: prolonged fasting, skipping one or
more meals each day, eating only several hundred
calories at each meal, omitting all carbohycrates, and
using legal appetite suppressants or illegal amphet-

amines. In their minds these tactics compensate {or
excess intake during a i .e, while enabling them to
do penance for being “bad.” - L

-~ The need to be thin maker buliinics
very sensitive to minor, ‘norinal fluctuations in their
weight or in the fit of :their clothes. Moreover,

although many bulimics are handsome, attractive
people; a significant number overestimate and loatke

their Jody size ‘- the same distorted fashion ns
anorexics. T* °d.attitudes and perceptions
are an impo ~ of the psycholegy of bulimia.

They make _that not just 2 .inge, but any

Cfeeling” of . uiess that raises the spectre of
becoming “fat” will trigger anxiety a.d abusive

dieting. Unlike the restricting anorexic. hewever, the
bulimic’s intense fear that she will 'sse centrol,
“blow it completely,” and become fac is based on
actual and painful experiences with binges and con-
comitant weight gains. = 7

B - _Abusive _dieting may temporarily
compensate for binge-eatiig. But severe dieting is a

form of semistarvation and. will eventually result in
an obsession with. food and a stronger tendency to
binge-eat. Thus, the experience of the bulimic coin-

cides with that of the anor: <ic in affirming _that
dieting makes it more difficu to regulate hunger.



Laxatives and Diuretics

Many Buhmlcs beheve that they can
m-“marr _emx 5 food and gL]rd agamst the p0551b111-

Besxdes; bemg extremely :dangerous; laxative. are a com:
pletely ineffective- method of trying to preven* the absorp-
tion -of Calories.- Laxatives primarily affect tiie emptying

of the large intestine; -which occurs after Calories from
foodstuif have already been-absorbed in the small bowel.
A rtecent study of both bulimic and normal women
documented. that even extremely large. dosages of -laxa-

tives do little to impair caloric absorption: : :-: One patient
consumed 50 Correctol tablets after her meals althoagh it
prodiiced - tremieridous -diarrhea (over 6 L or 6. .3 qt), the
caloric - absorption. was only decreased by 12%. This
amounts to less than-200 Calories; which is the equivalent
of one small candy bar! (10; p 542)

Apprommately 25 to 30 percn ' of

pust Fugﬁ school buhmlcs use laxatlves on a wekly

1mme&1ately after a bmge and the number mgested
varies from several to-handfuls. Most laxative users
also engage in self-induced vomiting.

Many people mistakenly behe- that
cuuretlcs can reduce body fat. In fact uev are
completely worthless-in this respect (10) Lnote-
ly; weekly use of diuretics is rare in hxgr .00l

students, although it occurs in more than i0 w 20

percent of college-age and older bulimics.

Anxiety; Guilt; ard Depression

Unhke most restnéf1ﬁ§ éﬁércm s, , bu-
limics understand that they have an eating dis order,,
Their binge-purge cycles; interspersed with -perpetu-
al bouts of weight gain and dieting, make them feel

e — - ——— 7O _O”

feelings do not terminate the process however;

% 91




Commonly Associated Characieristics

because it is sustained by tremendous - anxiety.
“What will happen if I stop dieting? Will I lose
control and blow it? Will I be able to eat (binge)

when [ blow it? Iow much will I eat this time? Will I

be able to vomit afterward?. What will it- take to
make up for the calories I couldn’t throw up? A diet?

What will happen if I stop dieting?” -
- __Over time this circle of anxiety and
guilt becomes encrusted with depression, shame; and
chronic_tension. At the center of this circle are
bingeing and -purging—the_“terrible secret.” The

bulimic cannot tell people because it is shameful—
she cannot tell people because they might deprive
her of the opportunity to do these things—so painful

but seemingly so necessary:

Commonly Associated

Characteristics

Drastic Weight Fluctuations

_ Even though many bulimics appear
to be well organized. bingeing, purging, and dieting

creat instabi'ity i 2 variety of forms. Drastic

Tiuctuations in weight over the course of several

monti1s_constitute one index of instability that may
be readilv apparent to those who see the person

often. For exaripie, if bingeing is- frequent in Janu-
=y, the person’s weight may climb: from 115 to 130

during that month. Two months of asceticism then
drov it to 1:0. -nly to have it climb back to 125 in
tiie la‘e ¢pring when the hunger and stress created
by celf-denial renew habitual bingeing: These fluctu-

atzis ™2y be as mich as 35 pounds in either
direciion (7).

Impulsivity and Emotional Instability
.. Another visible aspect of instability is

impulsive b-havior coupled with frequent emotional
upheaval. Soine of the bulimic’s difficulty in contre!

5
oo

~
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BULIMIA

ling ﬁunger i attﬁnbp[:alglejo tjre §Qeer power of the
urge to eat. that the body -generates in order. to
compensate for starvation. The bulimic’s impulsivity
with respect to food: may;, however; be a reﬂectlon of
more general problenis with impulse civ:irsl and
emotional msta‘* My (7 9, 12, 13). ¢ r-eeﬂahty ques-
tionnaires reve. z bulumcs ‘have a low tolerance
for frustrat’ . = - great deal of difficulty control-
ling their {"’:i%' esv,ec1ally anger (see Chapter 9
for further cnseussmn)

Be..aworally, 1mpulsw.ty 15 mamfest-

e T L L Ly e i e e ez 8-~

abuse tﬁeft ot ia0d and other. 1tems self mutxlatxon

and promiscuity (4, 9, 16). Bulimics are two to four
times as_likely- to abuse alcohol and drugs. aS;rhe

third of all buhmlcs resort to alcoliol as a means of

coping ‘with -depression and chronic tension-and as a
method of delaying or preventing binge-eating (.41)
Not surprisingly, the combination of depression; im-

pulsivity, and habitual substance abuse creates a
high potential for serious suicide attempts.

Bu11m1a also creates mstablhty ir m-

terpersmal interactions. It is a disorder the is
practiced in secret and polluted with guilt. The .-..1r
effort, and dishonesty involved, coupled with:

need to eat and the emot10nal turmoﬂ it create

recurrent conflict with others (12, 18). Wlth fa’r’nil"
members there may be repeated arguments about

food and other issues. At school trouble may arise
over missed homework a331gnments or rebelhous

suggest that long-term bulimia ereates a persistent
social maladjustment rivaling, if not exceeding, that
of women who -are alcoholic. or- schizophrenic (11,
18). This stark fact also emphasizes the importance

of prevention and early detection.
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Depression

o Virtually ever: buiimic patient has
one or more of the folloxing symptoms of - depres-

sion: sadness #nid o'Fe; wonative feelings, an inabhility

to derive pleasure i; i

“usly enjoyed activities

(anhedonia), low self-estee 1, pessimism, guilt, feel-
ings of ~lienation and isolation, fatigue, insommnia.
and ~isturbances in the ability to concentrate (6, 12,
20). ""ne relationship between bulimia and depression

is dizcussed in detail in Chapter 9.

Perfectionism and the

Need for Approval

A significantnumber of blmics

have a ~ery high need to achieve in order to obtain
the approval of others. They erroneously believe that

such success will be attained only by firm adherence

to inP-xible -distinctions. between ‘“‘good’ Versus
“bad” behavior (3, 7, 17). Between -binge-purge
episodes these bulimics demand perfection of them-

selves with respect to studying, exercising, fashion:
able attire, proper behavior, and, of course, dieting:

As yet another irony, these rigid and unrealistic

attempts at self-control only serve to increase the
tension, hunger; and sense of fail

sense ure that virtually
guarantee further bingeing and purging.

Pigging Out

The salien features of bulimia are

binge v'ing and purging. Consequently, this eating
disorder is_sometimes confused with a. disquieting
fad in high schouls and colleges called ‘“‘pigging out.”

Reminiscent o; Roman orgies; this practice involves

getting togethter with other students for the express
purpose of marathon binge-eating, interspersed and
concluding with self-induced vomiting 17): .

This is a disturbing and unhealthy

activity, but it is not bulimia or even an eating
o4
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BULIMIA

“dlsarder (see Chapf.er 1) In addttlon to. bmge-

e —  —— S . e

eating and purging, bulimia encompasses a number
of significant features that dlstmgmsh it from hedon-
ic. qvermdulgence These are (1) ! loss: of control over

and an intense fear of becommg fat, and (4) secre-
tiveness. Pigging out may cause. transitory guilt
(misery) and negatively affect health (inefficiency),
but it is debatable (perhaps as a carefully thought-out

class exercise) whether it meets the IMAD criteria
for de51gnatlon of a disorder.
_ This. Ch&!’&Ct&l‘lZ&thl’L is not meant in

vomltmg may have v very severe consequentes for ihe
digestive system and the teeth. Moreover, this ‘‘fad”
,eaches a person at risk for bulimia how to binge and

citement and approval

Many buhmlcs report that as buhmla

progresses lt takes on a hfe of 1ts OWI. leen thls
that buhmla is an addietlon to food that is ldentleal in
every respect to alcoholism (8).

: Indeed th“re are 2 number of str;k-

on substance abuse c1ted By Neuman and Halvorson
(17). Briefly, bulimic behavior results in the
following:

1. Loss of voluntary control and of self -esteem

2 Suppresslon of both positive and negative feel
_ ings
3. Self- absorptlon and a narrowmg of mvolvements

A commltment to tenslon-"ehef and a concoml-

N




An Addiction 1o Food?

5. Paradoxical security in the constancy of habitual
but maladaptive behavior.

These characteristics, coupled with

most people’s misconception that overeating is the

cause of obesity (see Chapter 7), make it tempting to
accept OA’s contention that bulimia is a lifelong
illness of “‘compulsive overeating.” A careful exami-

nation of this model, however, indicates that it is
misguided (8). Putting together the findings of the
Minnesota starvation study with the fact that so
many bulimics develop their problems following pro-
fassional advice tu diet; Garner writes 8, p. 2):
Food preoccupations, cravings, voracious appetite or the
“drive” to eat in the absence of the subjective experience

of hunger-may be much more readily understood as 2
consequence. of dieting and/or maintenance of a subopti-

mal weight rather than resulting from the abstruse con-
cept of “food addiction” or “‘compulsive eating.” ]

_ . Bulimia is not u lifelong sickness

characterized b a lack of will-power, a ‘comgulsive
urge to overeat, and an inability to “handle” fatten-
ingfoods (8). Bulimia is treatable; it can be cured.
Moreover, the add::* on model implies that bulimics

must abstain fromr *hose foods on which they binge.

To do so requires a “‘bulimic’" categorization of foods
into “good” (diet food) and “bud” (binge food,
fuilowed by the application of “‘will power”’ to ab-

stention from the “'bad” foou.. This advice is poten-

tially dangerous—it reinferces <he bulimic’s tendency

to diet restrictively (in an a..orexic fashion?) and to
maintain weight at a semistarvation level (5, 8).

... To overcome binge- ating and their
preoccupation with fred, bulimics need to balance
their diet gradually sc as to include, - not _exclude,

reasonable amounts of sugar and carbohydrate. This

normalization «f diet ultimately decreases body
weight - -~ "-limics and increases it in- others
(2). On s of effective therapy for bulimia

is to b#; ot accept the connections among
reguiar ~. - - of balanced meals, attainment
of a bndy weight that is norma for her, and improved
physical and mental health (2, 1u).
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What Is the Difference
Between Anorexia Nervosa
and Bulimia?

This is not nearly as important a

question as it weuld seem to be. In many respects
the numerous similarities (see Chapter 1) are much

more significant for preventive education. -
. Nonetheless, research has revealed
some_consistent differences that may be of interest

to students and that may facilitate discussion of why
one person becomes ancrexic, while another -devel-
ops bulimia (see Chapters 8 and 9). These distinc-
tions are listed in Table 4-2. Keep in mind that they
are statisticai generalizations subject to change as
the few available studies are supplemented by fur-
ther investigation.

Teaching About Bulimia:
Cenclusions and
Implications

Definition

of eating disorders with three common features: (1)
secretive and uncontrollab.e episodes of binge-eating,
(2) uahealthy short- and long-term methods for rid-
ding the body of unwanted calories and for control-
ling the unwanted urge to binge, and (3) a strong
dﬁvgtb become thin and an irrational fear of becom-
ing fat.

_ Implications. Although discussions of

bulimia necessarily begin with the definition of

binge-eating, teachers should deemphasize the spec-
tacular amounts that are semetimes consumed by
bulum': ics: and instead concentrate on their motives,

their helplessness, and their dangerous self-control
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Table 4-2. A Comparison of Restricting
Anorexia Nervosa and Bulimia

 RESTRICTING

ANOREXIA NERVOSA

ol

10.

BULIMIA

Clintcal Features

Refusal to maintain a
minimum body weight
for healthy functioning
Hunger and iliness
denied; -often proud
of weight management
and more satisfied
with body

Voniiting less common
(25 to 50%)

Less antisocal
behavior

Amenorrhea of at
least 3 months’
duration common

Mistrust of others,
particularly
professionals

1.

Same, plus normal, near-
normal weight, or
Wé.‘ﬁiéigh't

Intense hunger
experienced -and. binge-
purge considered
abncrmal; greater body
dissatisfaction
Vomiting common

(75 to 100%)

Greater teadency to
antisocial behavior,
e.g:, alcohol abuse
Irregular menstrual
periods ccmmon;
amenorrhea uncommon
unless body weight
islow

More trusting of
people who wish

to help

Common Personality Characteristics

Tend to be intro-
verted and obsessional
Greater self-control,
but-emotionally over-
controlled with
problems experiencing
and expressing
feelings (alexithymia)
Nivre likely to be
sexually immature
and inexperienced
Females are more
likely to reject
feminine role

7.
8.

10.

Tend to be extroverted
and dramatic

More impulsivity

and emotional
instability

Mbre:sexual!ﬁg;
experienced and
sexually active
Females are more
likely to embrace
feminine role
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Table 4-2—Continued
Course and Familial Factors

11. Age of onset often 11. Age of onset around
around 13 to 15 15 to 19

12. Greater tendency for ~ 12. Greater tendency

maxirnum pre- for maximum pre-

illness weight to illness_weight to

be near normal be slightly

for age greater than

13. Lesser familial 13. Greater familial
disposition to predisposition to

~ obesity . obesity

14. Greater tendency 14. Greater tendency
toward pre-illness toward pre-illness
compliance with conflict with

__ barents ] parents

15. Tendency to deny 15. Tendency to
family conflict perceive intense

family conflict

practices. ‘This helps distinguish bulimia from over-

eating and pigging out. It also emphasizes the simi-

larities between bulimia and anorexia nervosa, thus
enabling students to apply the definition of an eating
disorder (see Chapter 1).

Bulimia and Body Weight
_ Conclusion. Recent research indicates
that bulimia occurs at any point along the under-

weight-overweight continuum. It also suggests that

the basic clinical and psychological features of the
disorder, some of which are very severe, are similar
irrespective of body weight. S

- Implications. These findings have two

very significant implications for teachers. First,
teachers committed to preventive education concern-

ing bulimia should include material about such tepics

as the need. to diet; negative body image, low self-
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cuiture, to transform three mistaken equations—
“bulimia = overéating = obesity = bad”’—into the
simplistic conclusion that bulimics should just stop
eating so much or they will get fat. S

. Second, -the increasingly popul
term ‘“‘normal-weight bulimia’’ has inadvertently- re-

students overcome their tendency, as products of oiir

inforced the myth that bulimia is less- serious_than
anorexia nervosa. It is a sad jrony that in our culture
the modifier “normal-weight” implies that someone

is not really ill. Teachers need to make students
aware of a simple truth: bulimia at any body weight
is associated with an increased risk of chronic social
maladjustment, substance abuse, depression, and
suicide.

Bulimia Is Not an Addiction to Food

 Conclusion. Buliriiics who have never

heard of bvéréatéts;i%ﬁéjiiiﬂbﬁ:s} speak of their disor-

der as an ‘‘addiction” or a “‘compulsion.” Nonethe-

less, the addiction model of bulimia must be rejected

on the grounds that -it overlooks the influence of
semistarvation and unintentionally contributes to bu-

limic attitudes and practices. -
_Implications. Many schools across the

country use an illness-addiction -model to educate

their students about alcohol and drug abuse. Teach-
ers should try te keep this perspective separate from
discussions of bulimia.

The Course and Consequences

of Bulimia

Conclusions. As a rule bulimia grows

out of common adolescent concerns and the wide-
spread tendency to use food and/or dieting to coritrol
emotional unrest. Bulimia often begins after a period

of intense dieting. Unlike restricting anorexics, how-
ever, bulimics cannot deny their L., .r or their
emotional needs, and so they turn to food instead of
away from it. But loss of control and/or weight gain

1C0
;101




generate anxiety, which in turn motivates dieting,

and a cycle is begun. With the intreduction of self-
induced vomiting and other forms of purging, buli-
mics often manage to lose weight while continuing to

binge. This sense of control turns out to be a vicious
illusion, and ultimately -the bulimic is bound up in
purging to binge and bingeing to purge. Looking
good, being in control, and feeling good about one-
self become empty phrases as they are siiperseded
by obsession, interpersonal conflict, physical illness;
and depression. - ,

- - . Implications. This chapter concludes
with the same advice given in response to what is
known about the course and consequences of anorex-
ia nervosa (see Chapter 2, pp. 37-61). Like anorexia,
bulimia has a normal beginning and an abnormal, if
not deadly, conclusion. Material about the full-blown

disorder is likely to be more interesting to students,

but understanding how it originates better serves the

purpose of prevertive education. Therefore, teachers
and their students are encouraged to (1) list and

examine various adolescent concerns, (2) discuss the
ways in which adolescents cepe with their problems,

and (3) carefully consider the distinction between
short-term. and long-term solutions (14). ‘This prob-

lem-solving strategy helps remove bulimia and pre-
vention from the realm eof clinical psychology and
place them in the context of the student’s life.
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Amy’s Story:
The Personal Side
Of B Ooa

- P arallel to Chapter 3, this chapter
presents the edited transcripts of Jinterviews I con-
ducted separately with an 18-year-old Caucasian girl
(referred to as “A” for “Amy”) and her ‘upper-
middle-class parents: ‘Throughout my conversations
with these attractive, intelligent, vivacious, and artic-
ulate people; I found it hard to believe that their
family had been the center of a maelstrom called
bulimia.

The Adolescent
ML: How would you describe your eating disorder?
A: My experience basically consisted of dieting really
strictly for a short period of time, and then not. being
able to put up with the strictness of it, and then
going off on a binge that would. last for a period of
time; and then going back on the diet. -
- - Ineverreally got into purging. I had
a few episodes where I forced myself to vomit, but I
never used diuretics or anything.
ML: What did your “strict” diet consist of?
A: 1 would come up with whole bunches of really

stupid things; like all day the only thing I could eat
was. §aiaﬁd.f Usually 1 would - }ilﬁlt -myself to 500
calories a day or something like that, 'cause I was

impatient, too. I wanted to lose the weight now, so I
really made it strict on myself. ,
ML: Did that involve skipping meals?
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AMY'S STORY

A Yes The klds at school never knew how I could
survive on never eating lunch, ’'cause I never did.
And -1 never had problems - eating around other
people that was when I was always my strongest. It
was when I was by niyself—alone—and usually =zt
home, that I had all my problems controlling-my food
mtake I was never out of control cating with other
people.

ML: You were eating 500 or so calories a day. How
long would that last?

A: It- couldn’t last more than - three dav:, or. so
sometines even less than that. It worked out to be
about a three-day pattern: bingeing for three days
gnd dletlng for three days arnid bingeing for three
ays. .

ML: Whlle you were dletmg, were you hungry?
A: Oh yeah. Except, after a while; I screwed up my

appetite so bad that I eeuidnjs tell when I was
hungry or when 1 wasn’t. ;.. . When you binge, you

screw up the part of your bram that tells you to stop
when you are full, so even to this day I really don’t
know when 1 am hungry and when I am not. I just
have to go by what's considered normal; instead of

what my body says. 1 think I can reprogram myself

agamr but I haven’t gotten to that point yet.

MI: What were the binges llke7

A: I always could tell when I was éomg to bmge I
had this feeling, like I don’t- know what; like in- the
base of my stomach I knew that I was going to binge

later that days. I don’t know, I felt my control giving

way or somemlng :
-1 would come. home fi'em sehool
t.h*ew my books down, and immediately go-to the

kitchen and just start opening up the pantry, the

cupboards, and the refrigerator -to find something
sweet. I love sugar and that’s what I weuld go for

first—anything with sugar that I could consume

fast—cookies and candy. If we didn’t have anything
really sweet, then I might walk to the store and buy
a bag of- candy bars. I wouid eat those all the way

home. Then I would go to my room; I would hide
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this frem people because I was really ashamed of it.
That’s part of the reason why I went out to buy
food, too, because I didn’t want my family to know,
plus I caught a let of punishment from my mom fer
eating ali the food. So I would go in my room and
finish off the candy bars and-then maybe go and
have dinner with the- family and eat a lot—I'd outeat
everyone in my family, including my father. I might
take a little break from eating after dinner. Then I

would go back to_the kitchen -and eat leftovers.
Then, after the family had cleared away and gone off
to their separate corners; I would start eating again:

leftovers, graham crackers, crackers, cheeses; never
vegetables—I could never binge on lettuce. And then
I'd go to sleep. I would be full. : . . I would be full
even before I finished the hag of candy bars, but that
wouldn’t stop me. B

ML: Did you enjoy the taste of the food? =
A:1 ate it too fast, really, to enjoy it, which makes it
funny as to why it had to be- sugar, ’cause [ really
didn’t care that much about what it tasted like. .. . I
didn’t enjoy anything about it. It's a scary feeling,
because you're eating and you can’t stop eating but
you want to. T -
ML: So you would eat continuously from the time
you came home frem school? , o
A: Yeah. I was usually all right at school and before
school, but after school was when my centrol gave
way. And my food intake wasn’t limited to carbohy-

drates and sugar. I've eaten stuff like raw bacon and
cold leftovers—celd steak, cold mashed potatoes,
cold stuffing—just gross stuff; it didn’t matter what
it tasted like, just as long as I was eating:

ML: How old were you when all this began?
A: 1 was about 13; I kind of eased into it, but it
started in junior high school.

ML: The dieting started? Or the dieting and bingeing
together? I : )
A: The bingeing started first. I started using food

before 1 started using dieting.
106
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ML: Why was that? , -

A: 1 think it started because I was really unhappy in
junior high school. I didn’t know very ‘many people. I
think in retrospect I was a little bit more mature or
something than mest other kids, so I couldn’t be a
kid, I couldn’t act like a kid. And when vou’re in
junior high, you know how kids can be really kind of
cruel to you, so I got made fun of a let. I had a really

bad self-image as a result, and I couldn’t act right, I
couldn’t be the right way: 7
ML: Were they making fun of your appearance?
A: No, they were making fun of my behavior, and
that’s when I started eating. Then after a while I
started blaming their making fun of me on my
weight, even though they didn’t make fun of my
weight. o o S

ML: How tall were you and how much did you weigh
at that point? o
A: 1 was about 5 feet tall, and, when I started, 100
pounds. But then progressively through my seventh
grade year 1 worked my way up to 104 pounds, and
then by the end of the eighth grade I was 119
pounds. By the end of my freshman year I was 125,
and that was my highest. o
ML: As you were gaining weight, were you bingeing
and dieting, bingeing and dife;tﬁir;g?f:;: o
A: The whole time. [Laughs] The dieting didn’t seem
to work. But I was scared to stop dieting because I
was sure that, if I didn’t diet I would weigh 800

unds. I was sure that the dieting was what was

keeping me from going clear off the chart with my
Wr’eight, o -

ML: Did the dieting and the bingeing get worse as
time went on? R S
A: Yes, it got lots worse. The quantities of food got

more, and the diets got stricter: I got more desperate

because my-weight went up, and I was feeling worse

and worse. People thought I was a happy person, buit
I wasn’t. I was miserable.
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ML: Did you begin purging at that time or exercising

or doing ‘something besides restrictive dieting?
A: Yes, inadvertently. I did extra exercises and stuff.

I would walk for three hours trying to work off a
binge sometimes. Occasionally, [ would purge; but 1

really could count on one hand how ‘many times I did
that. Usually I purged after I had been what I
thought was very successful on a diet—you know, for
a week I had been good—and then I binged. Then I

would want to counteract that binge and so I would
do something like try to throw up. But I didn’t do
that very often, because I wasn’t good at it and I
hated it. . . . - L .

.. Ialso took diet pills, the brand name
ones you buy at the drugstore. When you diet
heavily you're hungry, and I thought this would help
me, but it didn’t.: My mom caught me when she
found them. And one of the few -times I. forcibly
vomited I did it with syriip of ipecac, ’cause I
couldn’t do it with myﬁﬁﬁger. I _got it -at the
drugstore. The diet pill thing, the bouts -of them,
didn’t last very long. I think I used them two
separate periods. I didn’t like to use them: they

mgdé me shake.

ML: A lot of us have idiosyncrasies when it comes to
eating and other parts of our lives, but we might not
define them as a ‘‘disorder.” In what ways were
your dieting and bingeing more than idiosyncrasies?
A: Quantity is probably part of it. Eating past
fullness is part of it, I think, since it is appropriate to
eat past fullness on Thanksgiving, Christmas, and
Easter, but not every day for three days in a row and
then three days later. And- the secrecy about it;
sometimes I would take food from the kitchen into
my room, sneak it in when nobody was looking. Oh,
and I weighed myself five times a day. When I was

dieting I wanted to see how good I was doing, and
when I was bingeing I wanted to see how bad I was
doing. I was very concerned about my weight. ] used
to come home crying to my parents that I was too
fat.
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ML: At that time, how tall were you and how much
did you W;eigh? o
A I 'Was,b’etWéén 5’ and 5’1" and -my- vgelght Vf’?§
between 104 pounds and 135 pounds: I always felt

too fat; I was never happy with my weight.

ML: Se you felt fat at 104 pounds and fatter at 135.
A: Yeah, but always overweight. |
ML: I'm interested in c1s discrepancy between what

one reads in a table—I'm X inches tall and I have

this body frame and so I ought to weigh this many
pounds—versus how omne feels. Did you ever feel that
discrepancy—your mother or somebody would say,
“You're not overweight” or “You're not fat,” yet
you felt differently? , _

A: Yeah. At one time I thought 5’1"’ and 95 pounds

was if. At that time; if anybedy told me anything
different, inside there was kind of a resistance
against it; they were wrong; anything above 95
pounds is too fat for me. It was a physical feeling in
my heart; it caused a conflict when somebody else
gave me a different number. = o
ML: What would it mean to weigh 95 pounds? Did
you: consciously associate anything with that lower
end? o ,

A: I thought boys would love me . . . and I would be
a better dancer. .- . And; oh;-1I used to deny mysejf
going shopping. I -wouldn’t let myself get clothes
because I thought I was too fat. Once I got to that
weight, then I cculd go shopping and I-woiild have
lots of pretty clothes. . . . The day you hit 95 pounds
everything becomes wonderful. B

ML: How did you feel about yourself as you were
dieting and bingeing? @ = . o

A_: 1 felt miserable about myself. When I was dieting,
everything was hunky-dory. When I was in control, I
felt good about myself. Then my room was neat,
then I could d» my homework; then I thought I was
prettier; I looked at myself more and liked myself a
lot better when I was dieting than when I was
bingeing.

ek |
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. Whea I was bingeing, there was
nothing that I could find in the whole world that was

good. It affected my ability to function, because
when I was bingeing I couldn’t do my homework, I

couldn’t keep my room from being a mess, I didn’t
care about my appearance, I couldn’t be nice to my
family. ... It pretty well put me out of function,
except in school, where I could put on an act, but I

couldn’t hold it at home; too.

something Wasriwrgn'g? -
A: In the summer between my freshman and sopho-
more years in high school, my mom read an article

about bulimia. She said, ‘‘Here, look at this, it seems
like you have a lot of these problems.” I think that
was when something started to click. Then in the
autumn of my sophomore year I called a psychologist
myself, but I didn’t knew what it was about. I knew

that I-was unhappy; but I didn’t relate it to dieting. I
thought my only problem was that I couldn’t control
my diet—that I couldn’t stay on the diet long enough
to do any good. S N

- - Sol get help then, but my parents
really didn’t realize the seriousness of it, I don’t
think; until later on. My mom had baked a whole
bunch of Christmas cookies early and had frozen

them in a big freezer in the basement. I ate most of
them still frozen. I think that was when she realized
that this was not normal. She was really irritated and

angry, but she also realized that there was a prob-
lem. But I think a lot of times they just thought I
could help it if I wanted to, but that I didn’t want to:

They thought that, well, you know, “It’s easy: if you
want to diet, just stop eating; and please stop eating
our- Christmas_cookies.” But I think that during my
sophomore year they grew to understand that I
couldn’t control myself. By that time ] was crying

and difficult
ML: So there was a period of time when you were

very much aware that things were out of control?
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A: But I didn’t knew it was food. I went to a
psycholegist once in the fall and she recommended
me to an eating disorders specialist, so. apparently
from talking to me she could gather that it was food-
related.

ML: What happened once it became apparent to

your family that something was wrong?

A: Well, clear through my junior high years I was
impossible to get along with. I felt so-bad and I just

needed an outlet, and my outlet was food and home

and my family. I yelled and screamed, especially at
my mom. . . . I'm sure they wanted to send me away

at that time because I was just impossible. But they
didn’t understand;-so they couldn’t help; they just

aggravated it, and I made life real unhappy. I set my
parents against one another. . . . that was what was
going on, just a lpt of hostility.

ML: Was it difficult to admit to your folks or to a
therapist or to yourself that bingeing and dieting
A: It was at certain points: When I wanted to get
help in the fall of my sophomore year, it would have

been easy to admit. But, between: that time and the

summer when I got help, I worked myself into a
state where 1 didn’t want to. I got worse and worse

and I didn’t want to admit that there was a big
problem, but I knew there was- something wrong:
Sometimes it was very hard to admit to my parents,
especially when I was in a binge. When I was in the
process of bingeing, I wanted to be bingeing—not
really—I needed to be bingeing. So I didn’t want to
admit it, because that meant I would probably have
tc step. - 7 N 7
ML:-Dé you recall what triggered the decision to get
help? - o
A: Yeah. I wanted to be able to lose weight, that’s
why I got help. [Laughs] Little did I knew that
wasn’t what it was all abeut: 7 ,

ML: How do you feel about the treatment? ;
A: I feel real good about it, that it was real
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§gccgssﬁﬂ I also feel it’s né'céééa’ty.’f ii l;now I
couldn’t have done it by myself: I don’t think
ML: So how are things for you now?

A: Better. [ still struggle with it, and it still goes up
and down. Right now; I haven't had any problem
with it. It’s less desperate now. Bingeing now is not

bingeing; it’s overeating. And I don’t diet anymore.
But I still deal with a ““people-don’t-like-me-'cause-I-
am-fat” frame of mind: o

ML: How tall are you now and how much do you
weigh? ,

A: 5°1” and 115 pounds.

ML: Do you “feel” fat?

A:-Yes;- 1 feel fat. I'm still not happy with my
weight. I feel that I could lose weight, -that I could
maintain a lower weight, and I'm still impatient
about it—I want it now! ~ = . =

.- . .- But I think now my life doesn’t de-
pend so much on how I am doing on the diet. My life

doesn’t have to be bad when I am bingeing, and great
when I am dieting; or great when I'm not bingeing. I

can react to my environment instead of having my
feelings depend on what I've eaten. I'm a lot less
likely to keep my weight from letting me do things; I
gave up dancing for a couple of years during the
time I was bingeing because I thought I was too fat.
Now I am dancing again. ]

ML: Do you still binge occasionally?

A: Yes, I do. I haven’t really binged to the magni-
tude that I did several years ago. Now a binge may
consist of a couple of candy bars and five graham
crackers or something like that.

ML: Is the feeling different? Is there still the same
A: No, the feeling’s kind of the saine. Right now I
work a_lot on trying to find out why I just binged. I
write down stuff that I'm feeling, or stuff that's
happened that could have caused it. But still there’s
that need that I can’t really place.
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ML Ho you. have any advice for middle school or
high school students?

A My most 1mportant plece of advrce would be to

parents don t even understapcl it, gnd they don’t
want to say, ‘My kid’s got a problem.” But, espe-
mally bulimics tend to know that what they,re doing
is uncool. So I would suggest that, if they ecan’t go to
their parents for help, go to someboaﬁw Hopefully, the
counselors at school or the teachers will be informed

enough that they know how to deal with it.

The Parents

ML: When did you first become aware that some-
thmg was wrong with your daughter?

Mom: When she was in junior high school, 1. flrst

realized that she had a problem with her concept of
her weight, with radical changes in her weight, and
with her self-image. I wasn’t aware how extensive
the problem was until the end of her_eighth grade

year, maybe going on into her ninth grade year.

ML: What do you mean by ‘radical changes in her
weight’’?

Mom: Well, there would be a few months When she
would seem to be at-a relatively normal weight and
she would be-pleased with herself. Then she would

put on 10, 15, 20 pounds, and she would be dis-

pleased w1th herself and then you could see that she

a simple weight. At fxrst we expegted that, because
then she was 12 to 13 years old and going through
puberty and some changes. So we felt that this was
just normal and basically that’s how we accepted it:

And then we realized that she was not pleased with
herself and had a definite problem with her own
image of herself.

Dad:- Like most bulimics, she was niot heavrly over-
weight. She was maybe, at the maximum, 5 to 20

pounds overweight, and that would ﬂuctuate radical-
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ly. One time during this three-year period she was

underweight. She managed to evercontrol herself and

really got thin. But that did #ot help her psychologi-
cally, although her body was very good-looking and
thin. )

ML: She was not pleased with how she looked?

Mom: Yes. And she also was not pleased with how
her peers rejected her. She felt that; anyway. We're
not so certain, and other adults and teachers didn’t
feel that way; but the important thing is that she felt
that way. -

ML: Did she connect that unpopularity with her
Mom: At times she woud.
Dad: Yes, but 1 don’t think that’s what set it off. I
believe it was her intell'ctualism and “adultness’

and rapid - maturity; these would have set her off

anyway—she was never a kid. She always got along

better with adults than with children her own age.
Mdﬁi,fSBér was a perfectionist.

ML: When did you begin to see that she was having

a_ problem -with eating and weight, rather than
“fitting in”? : e
Dad: We never saw that until it was almost too late.
There was a huge personality change. She was just

not pleased—and that’s a mild way of putting it—
with anything that happened inside the family. She
felt that everything was bad, and violence erupted
more times than not; there was a strain on
everybody. S o

Mom: Yes. 1 guess the only thing that -kept going
through my mind was “We're communicating—it’s

negative—but at least we're communicating.” It was
very stressful for both of us. There was erratic
behavior; and I wasn’t certain just whose fault it was
and what the reasons were. We were all making

some changes. I was getting going in a job again and
gradually spending a little bit more time away -from

the family, and I thought maybe that was it. I knew
her behavior was not normal, yet at the same time I
114
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kept tﬁmkmg, “Let’s glve thlS some tlme I mean,
she’s 12, 13, 14 years old; let’s see what happens. &

Dad: At first it wasn’t bad enough for #s to make a

huge commitment. Instead we said, ‘“Everybody in

America overeats, just don’t overeat as much. It’ll be
OK. Go dance a httle bit more; or run after dinner,
and it’ll be OK.” And that went on for about a year,

I imagine, which didn’t really help anything.

Mom: Actually, our middle daughter was the flrét

one who came to me in tears, very-upset, and -said
her sister “‘was vomltmg last night and I den’t
believe she s sick.” And I said; “I don’t believe s she

is either,” and then right away it started to click in

my mind that there could be a problem. And shortly
after that I read an insert on eating diserders

prepared by the local mental health association for
our neighborhood paper. Now I had known about the
various eating disorders, because I have been in-
volved in health and fitness for a goed many years.

In fact; I had talked with and knew a lot of adult

women with bulimia, but I just didn’t equate this
with my daughter. When I read a list of the symp-
toms of bulimia—I thought, “Oh, I think we could

have something here.” And I gave it to my daughter

and asked her what she thought about it. She said,
“This sounds just like me.

Duad: But you've passed by the years of pam and

suffering: It was kind of a normal progression, a

teenager wanting to be free; the hostility; and not

knowing your place; and all that, which was fairly

normal. This passed .into rage, which is not normal.

But it was a slow progression.

ML: Is it fair to say that your 1n1t1al impression that
something was wrong was mere one of emotional

conflict and emotlonal strife, as opposed to bingeing

or food missing from the refngerator?
Mom: Yes, right; that came later.

Dad: The psychological aspect—the Lostility—came a
lot befere we started noticing huge amounts of food
missing. We both knew what bulimia was—we called

it bingeing—but it’s different reading about it and
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then_having to live with the total person;-not the
binger, but the manifestations of what that does to a
teenager psychologically in-a period of time when

she is not really that stable anyway.... We just
weren’t smart enough to catch it. . ..

ML: When did you become aware that she was
eating huge amounts of food?
Mom: We didn’t know hew much food: When 1 reaily

became aware of it was when I had baked Christmas
cookies about two or three months in -advance and
froze them, and went to get them after Thanksgiving

to make up cookie boxes; they were gone. . ..
Dad: Ate them frozen, didn’t shee
Mom: Yeah, and we're talking about thowsands of
cookies that were gone. )

ML: What were the -things that you saw in that
insert article that “clicked” with the experiences
that you had? S g
Mom: Bingeing, purging, fluctuations in weight, irra-
tipnalﬂbghavfibrif. cis , ) o
Dad: We're not a very violent family, and I'll go out

of my way to avoid an argument. But; especially my
wife and daughter would get in violent confronta-
tions over something stupid, just so small—whether

you should wear a black belt with a black suit or a
white belt with a black suit. Most of the time, I don’t
know why, I took -our daughter’s side at first. But

even when I -tried to be compassionate with _her
during the bad times, it didn’t work. Any amount of

consolation I gave, and guidance, all the expertise I

had, I mean it was just worthless. S
Mom: And then things started happening; and I

started really worrying, and then my daughter all of
a sudden said, “I don’t want_any - help:”’ That was

when I said, ““Well, OK, so much for your privacy—
I'm concerned.” I mean if it were drugs or anything
else, it would be the same thing. And I did find

syrup of ipecac one time and that was_when I said,
“OK, this is it.”” And I went to my daughter and she
agreed.
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Dud: But we started out slow. First we started not

buying the sweet foods or overstocking them. Then
we [laughs] chained the freezer. =~

Mom: Yes; we did—we chained the freezer.
Dad: But it didn’t work, nothing worked. Eventually
the bulimic totally loses control. A little -thing sets
them off at school—a friend doesn’t say hello to them

or a friend’s upset—anything will set them off, and

they will eat anything. They are totally out -of
control—violent behavior—irrational thoughts. . . . Fi-
nally, -it got so bad, and the family had suffered
enough—everybody was yelling at everybody, other

people who didn’t have problems now were having
problems—then- we put down our foot and said,
“We've got to do something. What's it gcing to be?’
ML: She described her eating disorder as periods of
bingeing interspersed with periods of very restrictive
dieting. She said it almost became a pattern of three
days on the diet and three days off. :

Mom: But she didn’t see that pattern, although it's

something I began seeing. I could almost tell when
my daughter was going to go through a bad time.

Her whole attitude about everything—her appear-
ance, how she responded to me, even how her room

looked, just the general organization of her life—
would just simply fall apart. Within days it would be,

“I'm out of control.” ,
ML: Most articles on eating disorders describe

bingeing as something that takes place in secret. Are
you saying that after a while your daughter’s binge-
eating was out in the open? o

Dad: In fact, we saw her eat very seldom. .
Mom: She did not want to eat at the dinner table.

She did not want to participate in any type of family

function, especially when it involved food. Once we
all went out for a celebration, and she sat in the back

seat and cried the whole time because she was on a
diet and didn’t want to go:
Dad:- Dinner table was the worst place you could

imagine. We still don’t eat dinner together, So most
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of the family eating migrated into different areas.

They ate at baby-sitters’ ‘houses or they ate before
they came home or they fixed their own, and so we
never saw her sit down and eat a whole ham or
something. We just noticed that the refrigerator and
freezer were empty, sometimes the day after we
went to the store. ,

ML: Do you recall how or when you made the
decision jghatr enough was enough? o
Mom: 1 think it was the syrup of ipecac or shortly
théréafté,r oIl - N -
Dad: We also discovered diet pills around at aboiit
the same time. We were really upset then.

Mom: We were frightened.

Dad: We knew it was something we cmﬂrflf not

control. So you immediately say to yourself, “Well,
you're a rotten parent, you can’t handle it, your kid’s
in_trouble, and you probably started it.”” So now

we've got to figure out how to solve this problem
and we don’t have any idea what to do.

Mom: You know, something that affected me—=I was
sitting in my office; and a woman came to me for a
health and fitness evaluation. In the interview she
tearfully told me about her problem with bulimia,
and as I listened to her I almost. .. I cried all the

way home because 1 thought, “Here I am very
compassionate with this woman, and here is my

daughter with the exact same symptoms, who must

be going through -his same turmoil, and I'm-telling

her; ‘Eat 1,000 calories a day,’ and working through

her diet with her and her exercise program and
that's not what she needed.” @ = ,
- .- _And then one of the couples she was
baby-sitting for—he is a physician—mentioned that
there were huge amounts of food gone: By that time
we were aware of it—we had already made arrange-
that just isn't like my daughter-at all. This child is
out of control. If she is doing it at someone else’s
home, then she really has a problem.”

ML: Your daughter dates her eating disorder as
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beginning around age 13, the beginning of middle
school. How long was it between then and the
family’s decision to get some help?
Mom: 1 believe that would be two years. I would say
she was 15 years old. o
ML: And you describe those years, to put it mildly,
as turbulent?

Dad: Oh yeah! I went to seek professional help.
Mom: We both did individually. -
Dad: You really get to a point where you are against

everybody; everybody is against everybody, and no
one is pulling in the same direction. It wasn’t until
we went to the right person—an expert on- eating
disorders—for_professional psychological help that

anything changed: And then the change was remark-

able, almost overnight, almost from the first appoint-
ment. For my money; counseling was an overnight
success—a huge psychological change. S

Mom: The first time she saw a psychologist she

came home and she just sat down at the kitchen
table and sighed and said,  “Guess what’s the first
thing I am geing to do?”’ I said, ‘“What?"’ and she
said, “Not diet.” ,

Dad: The thing you noticed, though, was that her
mind was better organized. And then at the same
time: her social behavior vastly improved. She en-
tered a church youth group and just took the ball and
ran with it. She just loved everything about it. Ard
these two things went right hand in hand, the church
group and the counseling.

Mom: She began to dance again, she was- able to go
to a dance class again. Before, she loved to dance,
but she couldn’t look at herself in the mirror.

Dad: She’d say, “‘l look bad, I'm fat”’—things like
that.
ML: Did the eating disorders specialist meet with
you folks and talk about what the treatment entailed
or what was going to happen?

Mom: Over the phone she did say, “I do believe your
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daughter has a problem and I do believe she needs

therapy.” Then we both said, “Whatever we can

do—if you need to speak with us or what have you.”

At this particular time my daughter and I were
having a_miserable relationship, and so I feit that
therapy needed to be something just between our
daughter and the psychologist. Our daughter needed
to have someone she could go to and not be afraid to
discuss anything she wanted to disciiss. We told her,
“Hey, anything you feel you need to talk to the
doctor about, that is fine with us. Don't worry about
it.”
Dad: We tried to be concerned; but aloof. She’d
come back from a session and we'd say, “Did it go
OK today?”’—something open-minded she could say
yes or no to, or talk about it if she wanted. )
Mom: She didn't talk about it for a while. Then she
started talking about the sessions, actually educating
us, which was really good: There came a period
where she would say, ‘“‘You realize . . .” and then tell
us every mistake we made. At first it bothered me a
little bit and I was defensive—anybody would be—
but, as I thought about it, I came to grips with
accepting the fact that I made - mistakes, -too. But
then we worked through that, too, I think; as we
were able to talk about a lot of the problems that she
felt perhaps we were guilty of. And I think she has
accepted the fact, not completely yet, that some
parents are not perfect. .
- The whole family was simply more

compassionate with our daughter. I think we finally

realized that this was something she couldn’t control,
but it took me a long time to get to that point. Prior
to that time I thought she was eating all my
Christmas cookies just for spite. Eventually, I would

understand you're out of control.” ,
ML: What advice do you have for parents or adults
in general? , - -

Mom: We've been through it, so I understand how

they are feeling—most parents are thinking, “I den’t
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know about therapy, isn’t there something we can
do?”’ And most always I say, “Well, there isn't. I
think you've got to go straight for therapy; I don’t
think there’s any other way.” And I tell them it often
doesn’t get better. From my professional experience,
I know women who started the bingeing and purging
at-13 and now they’re 40 or 45 years old and still
doing it. Maybe it’s with laxatives or other things,

but they've still got the problem. They’re still very
un"’ppy with themselves. - S
- I refer people to [an eating disorders

association] at least to talk, and because there are

lots of group programs there as well. And often- the
[association] will refer them to local psychologists.
Sometimes people say they don’t think they can
afford a psychologist and I say, ““Yes, you can, there
is always a way.”

ML: {to Mom) Do you think your occupation in the
health and fitness field had any effect on your
daughter’s concern with her weight and her
appeararnce? 7

om: It could very well have. I'm not sure one way
or the other. I've never been a thin person. She
could see that I certainly doa’t have a perfect body,
but I am still involved in health and fitness. I've
never been a radical about it; I am very conservative
about exercise and I've never been a person for rigid
diets, because I think diets make people crazy.
That’s why I've always felt that exercise and learn-
ing how to use food are nice. But again just by the
mere fact that there has always been information
around the house and the discussion of it could very
well have: ... S
Dad: 1 don’t think it set it off, but I think it
aggravated the situation once it progressed into an
advanced stage.

Mom: Our daughter was always a perfectionist and
she always liked food. When she was just a little girl;
she was a wonderful eater. But she had allergies, and
she was so thin and so little, we never said anything
about it. When she started eating a lot in junior high,
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we were actually pleased: “Thank heavens our
daughter has a good appetite.” = =
- Then when her problems first began
concerned about her weight and she would come to
me from time to time and I'd say, “Well, you eat this
amount of calories and you need to exercise this

amount.” I was not seeing the rest of it. . . . We just
tried to do it ourselves. .. .~ 7
Dad: That was what we did. My wife is into dieting
and exercising; and I jog, so we hit her with ‘“You’re

absolutely the wrong thing. I don’t blame myself

‘cause if it happened to another daughter I'd proba-
bly do the same dumb things all over again. - . . Qur
daughter had the talent to dance, a tremendous IQ,
and talent in presentation, speaking; and music, but

none of it was worth anything to her; because of this

block, this bulimic block: =~
- .. It seemed to be a “wanting”’ psycho-

logical problem. She needed compassion, together-
ness, and a sense of worth; she really didn’t need
diets and a thousand calori

s per day or running. . . .
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The Extent of
Eatm o Disorders

in His h
School Students

In 1983 ﬁrs Harnson Pope and

James Huason of the Harvard Medical School invited
450 women attending “a prestigious rural college for
women’’ to complete a_. questionnaire eoncernmg

anorexia nervosa and bulimia (22, 24). The questions

used to diagnose these disorders were direct tran-
scriptions of the criteria contained in the Diagnostic
and_ Statistical Manual (DSM-1II) of the American
Psychiatric Association (1; see Table 6-1). The

results are startling. Of the 287 (64 percent) who
responded 6 (2 percent) reported a hlstory of an-
orexia nervosa, 6 (2 percent) reported a history of

anorexia nervosa and bulimia, and 36 (12.5 percent)

reported a history of bulimia. Even if we make the
tenuous assumption that all nonrespondents were
never anorexic or bulimic, 10 to 11 percent of the

women at this college had a history of eating

disorders. :
- Although surveys of women at other
colleges _including coeducational state universities,

suggest this figure is accurate, Pope and Hudson
were skeptical of such a high hfetlme prevalence. So
they asked 304 female shoppers at a-Boston mall to
fill out the same anonymous questionnaire in ex-

change for a dollar (22, 23). Only four declined to
partlmpate The dlstnbutlon of ages for the remain-

to those of thelr ﬁrst studv Nearly 5 percent were
currently bulimic and another 5 percent had been
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bulimic at some time. But the most disconcerting

finding was that 9 (11.4 percent) of the 79 shoppers
ages 13 to 20 were currently bulimic and another 5
(6.3 percent) had been bulimic at some point in their

lives. In other words, the lifetime prevalence of
bulimia for the women 21 and over was 7.8 percent,
whereas that for theé 20-and-under group was nearly
18 percent.

Epidemiologv

. -__ Is the prevalence of eating disorders
increasing? Is there an ‘‘epidemic’”’ of eating disor-
ders on high school and college campuses? Do males
ever develop anorexia nervosa or bulimia? =~
-~ - .- - Epidemiology is the branch of medi-
cine and health science-that attempts to answer these
and related questions (24, 26, 29). Specifically, epide-
miologists interested in eating disorders investigate

the following:
POINT PREVALENCE: Within a given popula-

tion (such as high school or college students), this
is the percentage of people who currently have an
eating disorder. L
LIFETIME PREVALENCE: Within a given popu-
lation, this is the number or percentage of people
who have had an eatirg disorder at anv time.
INCIDENCE: This is the number of new cases that
can be expected to arise over a certain period of

time, for example, six months or a year. Compari-
sons of the incidence for each of several conseci-

tive years permit conclusions about whether eating
disorders are increasing or decreasing.

ENVIRONMENTAL VARIABLES: These are so-
ciocultural factors, for example, socioeconoic sta-

tus, that might increase or worsen the risk of
eating disorders when they occur.
PERSONAL VARIABLES: These are characteris-

tics of the person, such as gender, that might
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contribute to the development or maintenance of

eating dlsorders o - S S S
. Reading (and writing) about epidemi-

olegy, with its emphasis on sampling, diagnostic

methodology, and statistics, can be tedious and
exasperating. Differences in type of school, ages
of students, sampling methods, percentage of re-

spondents, type of prevalence examined, and the
definition of bulimia and anorexia nervosa make it
difficult to compare -studies and te- offer general
conclusions. In- addition, there are few studies of
high school students; therefore teachers will natural-
ly find themselves wondering about the extent to

which the students whe -have been surveyed are

similar to those they teach. Nonetheless, epidemio-
logical investigations are crucial for an understand-

ing of both the need to prevent eating disorders and
the contributing factors en which nrevention must
focus:

Anorexia Nervosa
Prevalence

.- - At this time we simply do not know
the exact point or lifetime prevalence of anorexia
nervosa. We do know,; hewever; that anorexia ner-
vosa is net rare, as was once thought (21, 27).
-~ - - The best available data-on the point
prevalence of anorexia nervosa in high school stu-
dents . was obtained - from surveys of British and

Scandinavian high school students conducted during
the late 1960s and early to mid-1970s.(10).. The

participants in these investigations were middle- to
upper-class. girls. Together, these studies suggest

that the risk of anorexia nervosa is 1 in 175 for high
school girls in general and 1 in 100 for those girls

attending private school. One of the Scandinavian
studies also found -that nearly 1 in 10 of the high
school girls could be considered to have at least a
mild form of anorexia nervosa (10).
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o _The two current stucies of lifetime
prevalence in high school girls are consistent with an
estimated point prevalence of 0.5 to 1.0 percent. In
the shepping mall study 2 (2:5 percent) of the 70
girls ages 13 to 20 had a history of anorexia nervosa
(23). Around the same time, Pope ‘and Fudson also
administered their eating disorders questionnaire to
186 girls and 124 boys attending ‘“‘a suburban,
coeducational schoel, covering grades 9 through 12,
with approximately equal numbers of boarding and

day students” (24, p. 47). Of the 155 (83 percent)

girls who responded, 6 (3:8 percent, or 3.2 percent of
the total sample) reported a history of anorexia
nervosa. Of the 107 boys (86 percent) who respond-
ed, none reported anorexia nervosa.

Incidence

Many experts believe that the inci

dence of anorexia nervosa in middle school and high

increasing (10). Before 1950, there
were --fewer than 500 _cases of anorexia nervosa
described in the psychiatric literature; as of 1980
there were nearly 5.00

9,000 (27). 1t s not known for
certain, however, whether -anorexia nervosa has in-
deed become more common or whether increased
public and professional awareness has resulted in a
change in diagnostic criteria and an increase in the
number of cases detected, referred, treated, and
CétaiOgEd Lo oo - oo o
~__ - - Itis likely that both possibilities rep-
resent the true state of affairs to some extent (27). In
one New York county the number of new .cases
cataloged during 1970 to 1976 was double that in
1960 to 1969, with the sharpest increase for fema'es
ages 15 to 24 (Jones and others; in Eckert [10]). A
review of several Classic investigations suggests that

the incidence during the 1960s and 1970s was be-

tween .35 and 1.5 new cases of anorexia nervosa per

year per 100,000 people (10). This is ‘a conservative
estimate because a significant number of cases. do
not come to the attention of psychiatrists (27).
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Stiteé is rougﬁly 22§ rr;rlliéii, all thls means. that
there are probably between 750 and 3,200 new cases
of anorexia nervosa per year in the Umted States,

with an. exceHent chance that the. actual number is at

;9803 have verified the pressing need for more
current research.

Prevalence and Incidence:
Some Tentative Conclusions

Pxecmg together the current te-

search and dverlookmg the large number of missing
pieces, we can arrive at three tentative conclusions
about the prevalence and incidence of anorexia

nervosa

1. Itis hkely that between 1 and 6 of every 200
girls will develop anorexia nervosa between the
ages of 12 and 20.

2. That rate appears to be greater than f:he eompa-

rable prevalence reported in the 1960s and
1970s. -This suggests; but does not prove, that
the incidence of anorexia nervosa in high school

students is increasing.

3. As discussed in a later section, the higher the
socioeconomic status, the greater the risk.

Sex Distribution

- Based on surveys of patients at psy-
gb;faﬁtqghospltals and eating disorders clinics; it is
estimated that 90.to 96 percent. of anorexia nervosa
cases are female (2, 10) The only research bearing
on this issue is the series of studies conducted by
Pope and Hudson (22, 23, 24). In four studies
involving 720 females (71 percent) out of a possible

1,020 high- :school and college-age respondents, these
mvesttgatore identified 21 with a history of anorexia
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nervosa—2.9 percent of the respondents or, most
conservatively, 2 percent of the total pool. In con-

trast, no cases of anorexia nervosa were reported by
the 154 males (69 percent of the total invited to
participate) who were included in two of the studies.

This zero prevalence for males does

not and indeed cannot contradict clinical observa:
tions. Until studies of high school, college, and

community males are done, the actual proportion of
females to males will remain unknown (10). Clinical
studies do suggest, however, that the manifestations
of anorexia nervosa in males and females are very
similar (2, 10).

__ . Anorexia nervosa may develop before
12 or after 50, but in general it begins between 12
and 20 (4, 10, 12). Two independent studies of large
groups of anorexics found the peak age of onset to
be either 14.5 or 18 (4; Halmi and others in Eckert
[10]). This is very significant because these ages
coincide with the beginning - and ending of high
school. It is important to keep in mind, however, that
19 to 30 percent of all cases develop after ages 20 to
25 (4, 10, 12).

Socioeconomic Status and Other
Demographic Variables

- The research on point  prevalence
conducted in the late 1960s and early 1970s suggest-
ed an association between anorexia narvosa and
privileged status. Thus, during the 1970s, a number
of expert clinicians carefully examined the distribu-
tion of their patients across the social classes: They
founc that 50 te 70 percent of their female anorexic
patients were from upper-middle-class and upper-
class families (12). " T T

- The strong association between an-
orexia nervosa and _he upper classes has been
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the Natlonai Hospztal in Gslo Norway (3) He. evalu-

ated the distribution of anorexia nervorsa and several
psychosomatic-disorders (such-as migraine-headache)
across the high; middle,;-and low secial classes: All
the psychosdniatlc dlsorders were evenly dlspersed

but anorex1a nervosa was found much more often n

the 112 anerexics in the sa;mple were from the
highest class, as_compared with only 15 percent of a

sample of age-matched women. The very small
amount -of evidence avallable concerning socml class
and male anerexics -is contradictory and in need of
replication (see Andersen [2] versus Garfinkel and
Garner [12]). -

~ It is very 1mportant for education
staff to realize that anorexia nervosa is not exclusive-

ly an upper-class or even middle-class phenomencn

(3). Garfinkel and Garner have observed that since
1976 the percentage of their anorexic patients from
the: upper classes has fallen from 71 to 52 (12):

Although other _epideminlogists have not reported an

increased number of anorexics from the Worklng
class, it is Garfmkel and Garner’s. expert impression

among the losver social classes, Black i)eople and

older women (12 13)

baekground are so. vanable that only two conclusions
are possible: {1) no religious group is immune to
anorexia nervosa in its children, and (2) more sophis-
ticated research- is necessary- before it-can be -said

with -any certainty that religious affiliation is a

significant risk factor (12).

Bulimia

- There have been: flve recent epidemi-
ologtcal studies of bulimia in high school students. In

general this research examines the point prevalence

and correlates of bulimia (that is, the bulimic syn-
diome) as defined by the DSM-III criteria (see Table

30 129



Bulimia

6-1). Some of the studies also examine the percent:

age of students who engage in binge-eating, -self-
induced vomiting, 24-hour fasting, and other individ-
ual aspects of bulimia.

Prevalence in High School
Two Typical Studics
, ~_In 1983 Craig Johnson and colleagues

at the Northwestern Universitv Institute of Psychia-

try surveyed 1,268 high school girls between the

ages of 13 and 19—nearly 98 percent of the girls
attending a large Illinois high school with a diverse
student body (15). Students were considered bulimic
if they binge-ate once a week or more and if they
responded yes to each of four basic questions derived
from DSM-III—for example, “Do you get uncontrol-

lable urges to eat and eat until you feel physically
ill?” (p. 17) and “Do you feel miserable and annoyed
with yourself after an eating binge?” (p. 18). -

B  Johnson and his associates found a
point prevalence of 4.9 percent. In other words, at
the time of the survey 62 girls in this large high

school were binge-eating in an uncontrollable and

miserable fashion at least once a week, When the
stringent criterion of weekly bingeing- was dropped,
this _figure rose to 105 Students (8.3 percent), Of
those who were binge-eating on a weekly or greater
basis, 11 (1 pereent of the total sample) could be
considered to have a very serious eating disorder
because they also reported a _least weekly self-
induced vomiting or Jaxative use. =000
: - - In 1984 Janis Crowther and her col-
leagues at Kent State Uni,?ErSiti,télléétéd question-

naires from 363 Ohio high school girls who had

sample was drawn from four diverse high schools

and represented 80 percert of the 48 percent whose

parents returned the consent form. ‘Twenty-eight
girls (7.7 percent) met the DSM-III criteria for
bulimia. In addition; the researchers identified a
150
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Table 6—1 Bragnostlc Ctitéﬁa for Eatmg Dlsorders

According to the Diagnostic and Statistical Manual

of Mental Disorders (DSM-III); 3d ed. of the
American Psychlatne Asseelatxon

ANOREXIA NERVOSA

A intense jear of becoming obese, which does not dummsh
as weight loss progresses.
Disturbance of body - image, e.g., claumng to ‘feel fat”

. even when emaciated. - - - .-

€. Weight loss of at least 25% of ongmal body welght or, ,lf
under 18 years of age, weight loss from original body
weight plus projected weight gain expected from growth

charts may be combined to make 25%.

Refusal to maintain body weight over a mlmmal normai
_ weight for age and height.
E. No known physical illness that would account for the
weight loss;

BULIMIA

Al Recurrent eplsodes of bmge-eaung (rapld consumptwn of a
large amount of food in a discrete period of time, usually
_ less than two hours).
B. At least three of the following:
(1) consumption of a hlgh-calonc easily mgested food
.. during a binge. .- -
(2) inconspicuous eating dunng a bmge
(3) termination of such eating episodes by abdominal
pain,- sleep, social interruption, or self-induced
. vomiting.. -
(4) repeated attempts to lose welght by severely restnc-
tive diets; self-induced vomiting; or use of cathartics
~ or diuretics. - -
(5) frequent wei ;ht fluctuatlons greater than ten pounds

due to aiternattng ‘binges and fasts:

C. Awareness that the eating pattern is abnormal and fear of

- not being able to stop eating voluntarily.

D. Depressed mood and self—deprecatmg thoughts followmg

_ eating binges:. - -

E. The bulimic episodes_ are not due to anorexia nervosa or
any known physical disorder.”

Few experts accept this. cntenon because . 1t arbxtmnly ex-

cludes the significant number of anorexics who binge-eat,

purge, and otherwise meet the criteria for bulimia (see Chapter

2y

*Copyright ©- 1980 by the Ameérican Psychmtnc Association, Washmgton, D.C.

Reprinted with permission:
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Bulimia

group of 16 students (4.4 percent) who were con-
cerned and depressed about frequent and uncontrol-

lable binge-eating;-but who did not meet the formal
criteria_fer bulimia. Thus, if Crowther had used
Johnson’s less restrictive criteria for bulimia; the
comparable point prevalence would be 44 of 363, or
12 percent. oo - o ]

- - When the criteria for bulimia were

tightened to include a weekly or greater frequency of

bingeing, 19 girls (5.2 percent) could be considered

bulimic, If only the cases involving at least weekly
bingeing and weekly vomiting or laxative use are
considered, then 2.8 percent of the total Ohio sample
could be said to have a very serious bulimic disorder.

- .- The Illinois and Ohio studies make it
Clear that problematic binge-eating and the syndrome
of bulimia are considerably more prevalent than
anorexia nervosa: This impression is confirmed by
Table 6-2, which shows the prevalence of bulimia
reported in the Illinois and Ohio studies, plus three
other recent studies: ‘Massachusetts (24), Louisiana

(7), and Arizona (17). For comparison purposes Table
6-2 also presents prevalence data from 98 percent of
a recent freshman class at the University of North

Dakota (25).

. Despit potentially significant differ-
ences in methodology -and return rates; the studies

summarized in Table 6-2 are remarkably consistent

in suggesting that— , o

1. At any given time 6 to 10 percent of all high
school girls are bulimic according to the DSM-IIT
criteria. This is a smaller percentage than-the
figure of 8 to 19 percent reported for college
women in the early 1980s (20), but it is very
similar to the point prevalences found in more
recent-studies (18; Ollendick and Hart, cited in
Stark [28]; 25).
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~Table 6-2. Point Prevalence (in Percent)
of Bulimia in Five Samples of High School Girls

and One College Sample

High School College

Minois | Ohio| Mass. [Louisiana [Arizona | N. Dakota

Variable [(1984) [(1985) (1984) | (1984) | (1984) | (1983)

Meets less
rigid criteria | - R o, o -
forbuiimia | 83 | 7.7 |6.5(0)"| NCS NCS | 7.8(1:4)
Bulimia with
weekly - N e AT B
bingeing 49 | 52| NCS | Ncs | NCS | 25(0.9)

bingeingand| | | A I
purging 1e | 28] Nes | 10 [2000) 1.0(0.3)

Notzs: -~ -~ . : , L

1. Numbers in parentheses refer to the prevalence for males. =

2. The categories are not exclusive, i.2., the first subsumes the next

N ;two:aqd thq secpnq §nbsum$ the third: o

» The. statistic for the-Massachusetts study is a lifetime prevalence.
NCS = No comparable statistic.

2. Five percent of high school girls have a serous
bulimic disorder characterized by weekly invol-
untary eating binges and considerable misery.

3. One to two percent of all high school girls have a

very serious bulimic disorder involving at the very

least weekly binge-eating and weekly self-in-

severe bulimia is very close to the figure of 1.0
percent for freshman women at the University of
North Dakota. It also duplicates the figure of 1

to 2 percent that emerged from the Boston mall

survey (23) and from a survey of 369 young

women who were attending a family planning

4. The risk of bulimia is significantly less for males
than for females, but males are not immune to
even severe forms of this eating disorder.



Bulimia
Incidence

~ - - As is the case for anorexia nervosa,
many experts and educators believe that the inci-
dence of bulimia is increasing. This contention is
supported by the Boston shopping mall study in
which the lifetime prevalerice of bulimia for the 13 to
20 age group was more than twice the lifetime
prevalence for participants 21 and over (23; see pp.
124-25 of this book). As acknowledged by Pope and
Hudson, however, “no firm conclusion is possible”
(23, p. 293) because theirs is the only recent study
that directly addresses the issue and there are no
comparable studies from 10 years ago.

Prevalence ’c}f Buhmlc” ésiﬁﬁtérﬁé
in High School

. _Table 63 presents the percentage of
female high school students in the Ohio, Illinois, and

Arizona samples who report engaging in the individ-

ual binge-eating and weight control practices that
collectively comprise the disorder of bulimia-

Binge-eating
Substantial - variability in sampling

techniques and _questionnaire construction make it
difficult to compile tables like this and to-compare
their data with surveys of older students and commu-
nity members. For example, no two studies define a

“binge” in exactly the same ‘manner. Nonetheless, a
conservative reading of Table 6-3 indicates that 1 in
5 -high school girls binge-eats on a regular basis,
while 1.in 6 does so weekly. A comparison with the

results from other recent surveys yields the tentative

but unsettling suggestion that the percentage of
American high school girls who binge-eat at least

weekly is significantly greater than the rates of 2 to
10 percent reported for American college women

(18, 19) and a large community sample in Britain (11),
134
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Table 6-3. Prevalence of Binge-Eating and

Evacuative -Practices in Female
High School Students

Percentage. of Students Reporting
~ .. This Practice -~
Ohio - | Ilinois | Arizona

Bulimic Practice | @=363) |(n=1268) | (n=1082)

Meet DSM-III criteria i .
for bulimia 8 8 2-3
Binge eating at )
least monthly® 17 48 25=31°
o N (17-25)
Binge eating at . - -
least weekly 11 21 -16-16.
S (10-11)
Self-induced vomiting i -
at least monthly’ 5 10 3-4
Self-induced vomiting : o
at least Wé’eklj 2 4 1-2
Laxative use at , ) .
least monthly 5 6 2-3
Laxative use at , ,
least weekly Z1 3 1
Fasting at least - N
monthly 36 NCs* 13-14
Fasting at least B - -
weekly 11 NCS 7
Diet pill use at N : s
least monthly NCS 12 NCs
Diet pill use at - . S
least weekly NCS 6 NCS

Note: With the exception of the Illinois study; the data reported

do not permit a separation of bulimic vs. nonbulimic students.
°Each report of a menthly prevalence incides the figure for
weekly prevalence. S
In the Louisiana study (Carter and Duncan [7]); 9% of the 421
girls indicated they “currently”” induced vomiting for reasons of
weight control. .~ = .. LLIlL ZIDITIT I Il DIl Ll
‘Figures for_the Arizona study are based on the prevalence of
answers to-the-items ‘“Eat-so much that your stomack hurts” and
Feei completely out of control when it comes to food.”
Numbers in parentbeses are the rates for niales.

“NCS = No comparable statistic.
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Purging

 The rate of fiequent selfinduced
vomiting (2. to 4 percent) and laxative use (4 to 6

percent) in high school girls parallels the prevalence
of bulimia in that population. In the few surveys of
college students that permit a direct comparison, less
than 1.5 percent reported purging on a weekly . or
greater basis (14, 19, 25). This raises the disturbing
possibility that the number of younger students
resorting to frequent purging is increasing.

Fasting and Diet Pills

o ... The percentage of high school girls
who regularly fast and/or use diet pils is at. least
double the prevalence of bulimia in that population.
The rate of frequent fasting is very similar to that
reported in the study of North Dakota 1reshmen (25):
But, in yet another disturbing comparison, the per-
centage of Illinois high school girls who reported
using diet pills weekly (6 percent) in 1983 is equiva-
lent to the figure for Cornell college students (6:5
péigfiént) who admitted having used thern at all before
1981 (14).

Sex Distribution

... - Asis the case for anorexia nervosa,
high school girls and college women are significantly
more likely than their male counterparts to develop
bulimia (20, 22). Based on college populations and

heterogeneous -groups of patients, it is likely that

female bulimics outnumber males at least 9 to 1 (20).
Bulimia in Males
. Thereis too little research with maie
participants -to- make any firm conclusions about
bulimia and bulimic practices in males. Pope and his
associates reported no cases of bulimia in 107 boys
136
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5&éﬁam§ é Méséaéhusetts hlgh SCi‘lOOI t;?;lii B:asedigr_x

appears that 1 to 6 percent of young ‘men may be
bulimic according to the less: restnctlve -criteria of
DSM-I1I. This figure seems plausible in light of the

observation that 27 percent of the freshman men at
the University of North Dakota admitted - having
attempted to control their welght by self-mduced

(25, p. 79). In. general the nsk of severe bulimia

(frequent bingeing and purging) seems to be less for
males than females (14, 19).
It is important for educatlon staff to

reailze that the risk of bulimia may be mgmﬁcantly

greater for those high school boys who participate in
activities that tend to overvalue low body weight,
such as wrestling, gymnastics, dance, and distance

rtmrung In this context bulimic praCt1Ces may devel-
op as ‘‘creative” reactions to deprivation or may be
communicated directly by coaches or other- athiétes
as legitimate means of ‘‘making weight” (13, 21).

Age of Onset

Most buhrmc dlsorders develop be-

tween the ages of 15 and 20, with the modal age
being around 16 to 18 (16, 20, 21) It should be noted
that this is a statement of statlstxcal prebab:hty, ten
(16 percent) of the 62 bulimic high school girls in the

Illinois study were 13 to 14 years old (15). Similarly,
for the buhmlc glrls in the Oth study the mean ages

14 8 years respectlvely (9)- Thus, altliougﬁ Bullmla

tends to be a disorder of later adolescence eighth
and ninth graders are vulnerable. In fact, the study
described -next suggests that up to 30 percent of all
bulimics develop the disorder before age 14 or after
age 23 (16).




Bulimia
Socioeconomic Status/Demographics

... Inthe early 1980s Craig Johnson and
colleagues received a set of surveys concerning
bulimia from 361 women who had initially written to
the. Anorexia Nervosa- Project- at Michael Reese

Hospital in Chicago for information about this eating
disorder (16): ‘“The typical bulimic who participated
in_this survey was a white, single, college-educated

female in her early 20s who comes from an upper- or
middle-class family of more than one child” (p. 162).

... .- This description is nearly identical to

the image of the “typical bulimic”’ or ‘“oulimarexic”’
as popularized (perhaps inadvertently) by Marlene
Boskind-White and William White (5). The bulimics
these psychologists worked with at Cornell Universi-
ty tended to be ‘‘white middle-class adolescents and

women in their twenties with a strong orientation

toward academic achievement and a traditional life-
style” (p. 33). According to Boskind-White and

White (5), these women are paradoxes to themselves
and to their therapists. In general they are intelli-

gent; - attractive, capable; and perfectionist—on the
outside a perfect package of modern American wom-

anhood: On the inside, however, they feel worthless,
lonely, empty, out of control, and “fat.” = =
: . The studies by Johnson and Boskind-

White suggest that those at greatest risk for develop-

ing bulimia are those most likely to develop anorexia

nervosa—privileged young white women. However,
medical writer Janice Cauwels (8) rightly cautions us
that the now stereotypical portrait of the bulimic as a

highly polished girl with an empty core is probably

the result of a sampling bias or media bent on
exploiting the association between bulimia and well-
known “golden girls” like Olympic gymnast Cathy
Rigby. Cauwels contends that bulimics are a much
more heterogeneous group than anorexics.- This ar-
gument is supported by the finding %at bulimic high
school students from Illinois and Ohic do not differ
significantly from their nonbulimic_peers with regard

to race, parents’ marital status, parental education,
and family socioeconomic status 9, 15).
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Conclusions

and Implications

The Prevalence of Eating Disorders
Conclusions. People often speak of

eating disorders as-an “epidemic” on today’s middle

school, high school, and college campuses. This is

probably too strong a label for the prevalence of
either anorexia nervosa or bulimia. Yet the data

reviewed in_ this chapter leave no doubt that eating
disorders are distressingly prevalent. At any specific
time 1 in every 100 to 150 high school girls is
anorexic and 5 to 10 percent are bulimic. Given that
another 1 to 3 percent would have borderline eating
disorders, this means that in a class of 200 high
school girls, 15 to 25 will currently have an eating
disorder. L
- __ . These statistics are appalling, but the

problem is more extensive than that implied by data

on point prevalence. Research on the lifetime preva-
lence of bulimia suggests that, if present trends

continue; by age 18 approximately 10 percent of hign

school girls will be or will have been bulimic; by age
20 that figure will have risen to 10 to 17 percent; and|
by age 23 or so nearly 19 percent or 1 in 5 will mee:
or will have met the DSM-III criteria for bulimia (23,
24). It is also likely that by age 20 at least 2 percent
of the women who have attended high school will be
or will have been anorexic. -
fact of life on middle school and high school campus-
es: On the basis of prevalence alone they deserve the
serious attention of teachers, counselors, nurses,

administrators, parents, and other students.
The Incidence of Eating Disorders
 Conclusions. Many experts and many

teachers believe that the rate of eating disorders is
increasing. The available research data are sparse;
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but in general they reinforce this belief. Moreover,

there is some indication that today’s _lugh school
students are more likely than their predecessors to
binge-eat frequently-and to use evacuative methods
(such as self-induced vomiting or laxatives), 24-hour

fasting; and diet pills in order to control their weight.
ers should be leery of the phrase “epidemic” in
regard to eating disorders. On the other hand, it is

clear that something significant is happening with

respect to the importance of food and weight man-
agement for middle school and high school students
(see Chapter 7). A discussion of binge-eating and/or

the increased use of dangerous weight control tech:
niques might be an excellent starting point for
examinatien of our culture’s paradoxical ebsession
with food and thinness.

Sex Distribution

, - Conclusions. Girls are at least nine
times- more likely than boys to develop an ea‘ing

disorder. ‘This does not mean, hewever, that boys
and young men are invulnerable to anorexia nervosa

and bulimia.- The current data indicate that 1 to 2
percent of all boys will develop bulimia during their

high school years. - 7 S
- Implications. Teachers should address

their lessons and other remarks about eating disor-

ders to both girls and boys; it is a major error to
convey directly or indirectly that eating disorders are
a “‘woman’s problem.” Moreover, _although it is. a
very sensitive subject for adolescents and adults
alike, a discussion of anorexia nervosa and bulimia
must at seme point come around to the reasons why
the vast majority of sufferers are female (see Chap-
ter 7). Teachers should take extra care in preparing
themselves for this inevitability. It is imperative that

this volatile subject be -handied in- a manner that
addresses and acknowledges sex differences without

obscuring the cultural, familial, and biological factors
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that place both boys and girls at risk for an eafing
disorder.

Age of Onset
anorexia nervosa and bulimia is highly variable, but
in general the period of highest risk is ages 14 to 20,

Anorexia nervosa seems to have two pezk ages of
onset—14 and 18, while the average age at which
bulimia begins is 16 to 18. -

- .. Implications. These figures reaffirm

one of the reasons for writing this book, namely that

secondary school teachers and other staff are en-
countering students at a time when they are very

vulnerable to the development of eating disorders. It

is an article of faith that teachers and -staff can
reverse or -significantly - reduce - this  vulnerability

through their educational and advising efforts (see
Chapter 10). In this respect, the transition from
middle school to high school and the departiire from
high school deserve special attention as times of high
- . The great variability in age of onset
is as important as the averages and modal ages. A
significant number of cases begin around ages 12 or
13, indicating clearly that middle school students are
an appropriate target for preventive education about
eating disorders, including programs designed to

deemphasize appearances and emphasize self-esteem
and positive coping skills. Conversely, the fact that

as many as one in five cases of anorexia nervosa and
bulimia begin after age 25 serves as an important
reminder to teachers that their colleagues, both
female and male, are not immune to the development
of eating disorders.

Demographic Characteristics

- __-Conclusions. There is a fair amount of
evidence to substantiate the stereotypical conception
that the anorexic and the bulimic are usually young
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white girls from well-to-do or upwardly mobile fam-
ilies. Unfortunately, the most recent data and clinical
impressions indicate that these disorders are becom-
ing more egalitarian, perhaps as the cultural obses-
sion with slenderness spreads. frem the upper to che
lower socioeconomic classes (12).

the contradictory evidence are very _significant for

teachers. With respect to the heterogeneity of people

with eating disorders, teachers would do well to heed
Janice Cauwels’s (8) statement that “bulimics are
en [girls] whom we know. Every reader. . . has

an acquaintance who secretly binges and purges” (p.

95). Students with eating disorders, particularly bu-

limia; may be Black or white, rich or poor, conform-
ist or rebel, good student or dropout: At one ex-

treme, students who appear to have nothing may
want to be something, and slenderness is a ready

badge of distinction and control. At the other ex-
treme, the association between eating disorders and
privilege is an important reminder that youngsters
who appear to have everything can feel like nothing.

This bitter contrast may make them even. more
susceptible to the devastating drive for control and
thinness than those students from whom little is
expected (6).
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The Role of
Culture in the
Cause of
Eating Disorders

I)E Cralg Johnson is a co-director of
the Eatmg storders Program at- Northwestern Uni-
versity’s Institute of Psychiatry in Eh'cago He has

treated hundreds of bulimics and anorexics, most of

w}iom are female Durmg hlS 1n1t1al consultatlon thh

quish. the bmge«purge cycles in. excﬁange for a

weight gain of 10 pounds. Although nearly three-

quarters - of these women are of low or nermal
weight, they regard his proposal with caustic dismay.

Most flatly state that “they’d rather be dead than

gain 10 pounds’’ (7).
What is respon31ble er th:s destrue-
tlve equation of - thmness with happiness and hope?

How has fat; still a sign of prosperity and health in

poorer. COunmes come to represent- helplessness;
ugliness, and 1mmorauty7 ‘What role do these equa-
tions play in the development of eating disorders?

There are no. simple answers to these questions,

because research and clinical experience confirm that
anorexia nervosa and bulimia must be understood as

multidimensional outcomes of a transaction between
btologlcal constitution, family dynamics, personality,
life circumstances, and culture (12, 19 and see
Chapters 8, and 9 of this book). -

Culture as a factor i in eafing disorders
is a partlcularly 1mportant topic for all school em-
ployees interested in preventing eating disorders (13,

21, 22, 23). When we conceive of anorexia nervosa
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Boundaries of a Cultiiral Model

and bulimia solely in terms of “mental illness” or
“oral fixations” or “enmeshed families,” there is a

strong temptation to distance ourselves from them as
“‘interesting”’ phenomena in the realm of psychiatry:
If our society is somehow encouraging eating disor-

ders, however, then teachers, staff, and students
have the opportunity, if not the responsibility, - to
shift from inadvertent participation in a negative
process to. active elimination of pernicious attitudes,
expectations, and practices:

Boundaries of a
Cultural Model

It is easy to speculite about the
influence of culture. The fact that 95 percent of the
people with eating disorders are young _women

strongly suggests that the meaning of femininity in
modern Western society has something to do with
the development of anorexia nervosa and bulimia.
The association between eating disorders and socio-

economic privilege also points directly to the opera-
tion of social forces. From a_historical perspective
our society’s obsession with thinness evokes numer-
ous examples—Chinese footbinding, suffocating cor-
sets with steel stays, pornography—of the culturally
ésanct%oned oppression of women’s bodies and minds
3; 1 )- — - - - - - oD ..I.I_o..C -
.-~ ... Our.present lack of methodological
sophistication and the scarcity of actual data make it

possible to theorize about these and other cultural
factors with little fear of contradiction. Thus, before
considering the available research it is necessary to
clarify the limits of a sociocultural theory of eating
disorders. T ] R
o elilt}lf,e is but one- of a- number of
interrelated influences. Consequently, culture cannot
cause anything because it is manifested only through
an interaction among differentia

ong differentially receptive individ-
uals, their families, and their particular life circum-
stances (see Chapters 8 and 9). A cultural perspec-
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tive begins with the simple but important fact that
not all people exposed to. the same set of overt
cultural factors develep eating disorders. A substan-

tial percentage of the women born between 1950 and

1960 have no ‘‘disorders,” whereas large numbers

suffer from other disabling problems such as depres-
sion_and ageraphobia (29). We must also keep in

mind that anorexia nervosa predates the industrial
revolution; an-excellent description: of it dates -from
the seventeenth-century (Morten, 1694; reproduced
by Andersen [1): , ,

- - Another limitation is a significant de-
gree of uncertainty about exactly what we are trying
to_explain. Is there one set of cultural factors for
anorexia nervosa and a different set for bulimia? The

answer depends on the relationship between the two
disorders, and it is not known for certain if they are
separate afflictions or different expressions tf tie
same psychopathology. -

- This chapter assumes that anorexia

nervosa and bulimia are not completely separate
afflictions. Severe caloric restriction and binge-eating

are frequently associated, and the transition between
anorexia nervosa and bulimia can take place in either

direction (35; and see Chapter 1). In addition, anor-
exics and bulimics share many characteristics (1; and
see Chapters 8 and 9). The sufferers: of both disor-
ders are predominantly white females from the upper
social classes. With both disorders there is an in-
creased prevalence of depression, eating disorders,
and weight problems. in the immediate families,
Finally, anorexics and bulimics share a drive for
thinness;, an- intense fear of becoming fat, and a
distorted body image. , o
S - The final constraint on efforts to
specify the role of culture is the sheer number and
variability of people with eating disorders (see Chap-

ter 6). The extent to which a disorder affects a large
number and wide variety of people is inversely
proportional to the likelihood of a simple explanation

of the ways in which culture or any factor influences

that disorder. Coronary-prone (Type A) behavior is a
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constellation of time urgency, runaway ambition, and
cynical hostility that appears to characterize 40 to 60

percent of the white urban male population (28),
Repeated - failures to discover consistencies in the
personalities, life stressors; and- familial circum-

stances of Type A males have taught us that general-

izations about widespread problems are necessari ily
elusive.

- .. - .. The stereotyping of bulimics and an-
orexics is misleading and imparts a false confidence
about the direct role of cultural factors. But beyond
this; the oversimplifications contained in-the deluge
of magazine articles, books, and films about eating

disorders may themselves be-a_cultural contribution
to the apparent upsurge during the past 10. years.
Trumpeting phrases like “The Best Little Girl in the
World” and “the golden girl syndrome,” or reveling
in the tale of Jane Fonda’s battle against bulimia,
the media inadvertently or sometimes purposely
strengthen the association between eating disorders
and culturally valued characteristics such as social

status, intelligence, perfectionism, and self-control
(16). In effect; a range of books, television dramas,

and magazine articles have glamorized eating disor-
ders, much as some Victorian observers came to
associate a tubercular appearance or malady with
artistic genius (12, 16)

The Glorification
of Thinness

Can a Woman Be Too Thin?
- - The study of sociocultural factors in
the development of eating disorders has been shaped
in large part by Drs. Paul Garfinkel and David
Garner of the University of Toronto (12, 14, 1e).

Their research makes it clear that the increase in
eating disorders over the past 15 years coincides

with a cultural glorification of thinness that has
placed “intense pressure on women to diet in erder
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to conform to an unrealistic standard for feminine
beauty”’ (16, p. 515.
- - The Duchess of Windsor is reputed

to-have said that “No woman can be too rich or too

thin.” Before dismissing this cliché with a smile,
consider that each year the many theusands of
visitors to Madame Tussaud’s wax museum in Lon-
don are asked to state their choice for the most
beautiful woman in the world. In 1970 their favorite
was the curvaceous Elizabeth Tayler. In 1974 a
young model named Lesley Armstrong made the top
five. At age 17 she stood 5'7” and weighed 97
pounds. By 1976, Lesley Armstrong; better known
as “Twiggy,” was number one (4, 31).
- A variety of studies conducted since
1970 confirm that women perceive slenderness to be
the most important aspect of physical attractiveness
(16): Most teenage girls when asked about this issue
will state that “guys like thin girls.” This belief and
its connection with body dissatisfaction were exam-

ined in a recent study at the University of Pennsylva-
nia (10). A large number of male and female college
students were shown two scales consisting of mascu-

line and feminine outlines in gradations from thin to
portly. The students then selected the points along

these dimensions that best represented their current
figure, their ideal, the figure most attractive to the
opposite sex; and the shape of the opposite sex they
found most attractive. ,

.~ . The results reveal just how deeply
the worship of thinness has been implanted into
women’s minds. Fer males, the current, ideal, and

attractive figures were nearly identical, and each was

significantly more rounded than the average male

figure preferred by women. That is, in general men

misperceive the shape that appeals to women in a

manner _that reconciles it with their perception of
their current shape and their ideal shape for them-
selves. It is very plausible that this ‘‘distortion”
serves to maintain self-esteem (24). -

~ For females, the pattern of ratings

was very different. Roughly 65 percent felt them-
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selves to be too heavy relative to their ideal and to
the shape they believe men to prefer. This level of

discontent is very similar to that reported by the

33,000 women who returned Glamour Magazine's

body image survey (11). On the average, the female

physique preferred by a college man is indeed signifi-

cantly thinner than a college woman'’s perception of
her current physique: What a college ‘woman thinks
is attractive to men, however, is actually significantly

thinner than the shape preferred by those men. Most

important is the sad fact that the woman’s ideal
shape is even thinner than her misperception. of the

shape ideally attractive to men—in other words, it is
the thinnest of all the ratings. This study leaves little

doubt that, for_college women at least, there is a
significant internal need to become thinner, and that
slenderness is much more than an issue of attractive-
ness to the opposite sex. o -

__Intrigued by the shift in standards of

beauty from Elizabeth Taylor to Lesley Armstrong,

Garner and Garfinkel analyzed the measurements of

Playboy magazine centerfolds and -Miss America con-
testants from 1959 to 1978 (12). For the centerfolds
there were statistically significant decreases in aver-
age bust and hip size accompanied by an ificrease in
waist size. This trend toward a more tubular, Twig-

gy-like shape was also seen in Miss America contes-
tants. The correlation between year and their per-
cent-of average weight for height was an- astounding

+0.83, a degree of relatedness that would occur by
chance less than 1 time in 10,000. Further, since
1970 the winners of the pageant have _weighed
significantly less than the other contestants.
.- These data do not constitute regret
over the abandonment of Elizabeth Taylor as an

ideal of feminine beauty. In fact; I am reluctant to

discuss body: measurements at all, because there s a
strong_ possibility that the  sexual objectification of
women in any form contributes to the identity

diffusion, body dissatisfaction, obsession with diet-

ing, and: misplaced anger manifest in many people
with eating disorders (3, 27, 39). Nevertheless, the
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research just reviewed clearly supports the conten-
tion that over the past 20 years or so important
segments of our culture have ceme to glorify thin-
ness (3, 12). Even though cerrelation does not imply

causality, it is at least thought-provoking that the
emergence of Lesley Armstrong as a standard of
beauty has paralleled both an absolute increase of
approximately five pounds in the average weight of
women under 30 and the emergence of eating disor-
ders as a major health problem (12).

The Media

_ How _is the obsession with slender-

ness _transmitted? - Scann ing through any popular

magazine or watching TV for a few hours, i is easy

to develop the conviction that the media assault us
with outrageously thin models and preposterous ad-
vertisements whose claims for the restorative power
of worthless or dangerous diets rival the cant of any
“snake oil” salesperson (13). And the propaganda is
by no means always 50 primitive: For example,; in-a
recent series of articles about sociocultural factors in

the development. of eating disorders, the Cleveland

Plain  Dealer  (October  6-8, 1985) included “10
Weight Loss Tips That Really Work,” thereby undo-

irg its own criticism of prejudice against obesity.

~ - Despite my impressions and those of
many experts (such as Bruch {6]), there has been
surprisingly little systematic investigation of the
media’s contribution to the glorification of thinness. I

came across only one study of television, which
found that a mere 2 percent of the actresses on
prime time were plump or overweight, and that

thinness in actresses was. positively .correlated with a
likable - personality (Kurman, cited in Garner and
others [14]). I admit that further reseaich is neces-
sary to convert impressions into facts, but I still find
myself very concerned about the role of the media
when—

1. I see pictures of Mary Decker Slaney and other
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athletes who are extremely thin and extremely
'Siiécessfm.;_ S S
2. 1 see my first grader’s cartoons interrupted by
commercials for a product aimed at elementary
school girls called “Get in Shape, Girl.”
3. Istop by the newsstand at the supermarket and
4. I see the romanticizing of anorexic-like ballet
dancers in the Cleveland Plain Dealer (August 2,
1985): “Moore, a painfully thin young dancer
who looked as though she might float away at

any moment, was perfectly cast as the ghostly
Giselle: With her fragile body, huge eyes; - pale

face, and fluid arms, she created a touchingly

poetic character who danced weightlessly and

ultimately wafted into the wings like a zephyr”’

(“Friday Magazine,” p: 4). , :
. . Women's magazines such as Vogue
and Seventeenmay be particularly influential in the
glorification of thinness; altheugh Sports Mlustrated’s
“‘Swimsuit Issue” certainly contributes to the chjecti-
fication of women and to the reigning misbelief that
to be fit is to be thin and vice versa (16). In a survey
of five popular women’s magazines, Garfinkel and
Garner found that from 1970 to 1978 the number of
feature articles on dieting was double that published

in the previous decade (12). Anyone interested in
eating disorders should find it disquieting that invari-

ably these magazines offer an “anorexic’’ mix of thin
models, articles about dieting and exercising, recipes
for sweets, and numerous phetographs of mouth:-
watering food in binge proportions.

The Pursuit of Thinness

. The worship ~f thinness can also be
seen in attitndes. toward everweight and the extent
of people’s involvement in weight - control. If our
culture is somehow setting the stage for eating

disorders, we would expect that (1) negative atti-
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tudes about overweight people would be common, (2)
there. would be,,w,ldespread -dissatisfaction with body

would Be intensely involved in dletmg and weight
control, and (4) the attitudes and practices of ‘“not-
mal dleters WOu]dbe similar to those of people ‘with

rmght carefi;lly examme the1r unmedlate, gut level”

make your choice. maglcally come trile, would you
rather become more loving in your personal life, or

would you rather losi. 20 pounds from wherever you
wish and keep it off?”

Prejudice and Overweight

One mght a skmny actress appearing
on “The Tomgﬁt Show’’ said pointblank that fat
people pollute the esthetic environment (36). ThlS is

prejudice, impure and simple. -

the directors of t}ie Eatmg Dlsorflers Clinic at the
Umver51ty of Cmcmnatl Medlcal Center have Te-

hostile attitudes toward overwelght are W1despread

and deep-rooted (16, 36, 37, 38). Prospective parents
rate a picture of a chubby child as less friendly,
lazier, stupider, dirtier, and otherwise less desirable
than pictures of a medium or thin child: Preschoolers
prefer to play with a thin rag doll rather than a fat
one; even though they -cannot -say why. By :the
second grade many chtldren of both sexes and all

weights are following in the footsteps of their par-
ents; even- the overweight children describe the
sﬂhouette of a fat child as “dirty;,” “lazy,” “sloppy,”

The rese&rch w1th prospectlve par-
ents makes it clear that most people do not outgrow
thls vicious stereotype. Colir 7 students. reeemmend

even though all the appllcants performance of a task
on videotape is identical. I am also ashamed to say
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that, in the late 1960s at least, psychologists, physi-

cians, and medical students did not differ significant-
ly from elementary school children in judging fat

people to be “slow,” “unsuccessful,” “weak,” "pas-

sive (lazy),” “net nice,” and “ugly” (16, 36).
.- - . _ The prejudice and ostracism that sur-
round the overweight child undoubtedly . influence
later perceptions of self and others, particularly
when they are reinforced by our cultural overempha-

Sis on a woman’s appearance (37, p. 82):
The child whose build is socially “deviant” comes, early

in life; to be regarded by others as responsible for histher
“condition,” and. deserving of social disapproval, and,

sooner or later, is subjected to pressures to restrict food
intake in order to “‘correct’’ his/her condition. Failure to
do so.is seen as “weakness,” ‘““wanting to be fat,” or even
as a masochistic desire for rejection.

. Can there be any doabg that fat chil-
dren. internalize this hatred and rejection, and that
children who are not fat learn to dread the prospect

and significance of being overweight (37)? Hatred,
rejection, ostracism—strong words, ‘but words that

clearly capture the emotional basis for arguing that
in our culture the management of weight and shape

is much more than a cosmetic or medical concern: In
our culture avoiding fat is a_moral issue (21, 39).

S __At this point many readers will find
themselves resisting the implication that _there is
absolutely nothing wrong with being overweight.

This is understandable. For at least two decades the -
great authority; proclaimed that not only is _being
overweight a health hazard, it is a stigma of emotion-

al disturbance. These beliefs are so ingrained in our
cultural heritage that it seems foolhardy to challenge

them. Nevertheless, they are false, and their perpetu-
ation must be considered a way in which the helping
professions, in collaboratien with insurance compa-
nies and organizations such as the American Heart
Association, contribute to eating disorders (2, 16,

37).- Extreme obesity is potentially unhealthy, but

mild-to-moderate_obesity simply does not matter
(except for the stress created by the reactions of the
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individual or others) Epm’,emlologlcal research 1nd1-
cates that within an 80-Ib range—for. example,

115-195 pounds for ¥ women 5 3” to 5 6”—there is no

some studles have shown - that fer eertam ages
obesity is inversely related to mortahty Further,

although 95 percent of those with eating disorders
are women, the mortalxty rate for women is signifi-

overwelght categones (2 16 37)
- The contention that bemg overwaght
is a slgn of psychologlcal dysfunction is. also contra-

notes that “*6st controlled studies do not ﬁnd the

obese to-be more neurotic, sexually inadequate; or
emotlonally dlsturbed than - mdmduals of - normal

mdmduals to be less anxmus less depressed and
less prone to suicide than those of normal weight”’

(16, p. 522). It is true that many people characteristi-
cally overeat in response to stress, loneliness, or

boredom (11). More and more ewdence is accumulat-
ing, however; that this coping style is not the cause
of obesity (16) -

, In sﬁihinary, tlie phys1cal I'lSkS and
the psychologlcal significance of being overweight
have _been_greatly -exaggerated. There are indeed

society, But these problems derive ffom the pre;uihce

it places one at, nsk for anorexia nervosa and bulimia
(see Chapters & and 9).

Body Dissatisfaction and Dletmg

€on51der the followmg recollectlon:

One mght I gave myseif permission to reaily splurge: .. 1
mixed 1t-all: grease; cheese, and salt . .. I was sure I had
gained. The next morning - 1 could feel ; 1t as-I rolled out of

bed. When I looked in_the mirror my hip bones had
vanished . .. I was terrified. The whale that I had once
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Begxﬁ was looming. I inched onto Eﬁe @g;@:th dread and
horror. ‘With one eye shut, barely breathing, I looked

down. Three numbers stared up at me—102; I had not
gained an ounce! . ;. I was overcome with joy and relief,

and when I looked in the mirror again, my hip bones had

reappeared. (36, p. 65)
Although this sounds like the diary of someone With

an_eating disorder, it is a selection from a best-
selling diet book. Its publ ication marks ‘“‘the first
time an eating disorder—anorexia nervosa—has been
marketed as a cure for obesity” (36, p.57). -

Every year numerous popular weight-

loss regimens capitalize on our “prejudice against

obesity as they pander the thin body to otherwise
intelligent readers seeking a magical solution to life’s
problems (13; 36). According to Wooley-and Wooley,

ome Of these programs are particularly pernicious
because they glamorize dieting while blithely encour-

aging readers to plan. binges and compensations—
fasts, days restricted to eating only one food, foods
designed to induce diarrhea, and manipulations of
water retention instead of body fat (36). The popular-

ity of the weight-loss genre is a tragic testament to
the willingness of millions of Americans to reject

themselves and embrace the primitive but seductive

equations that constitute the foundation of the diet-
exercise industry: dieting = slenderness = goodness;
eating normally = fat = badness. The popularity of
some diet regimens only serves to increase the risk
of eating disorders by perpetuating “‘the prevailing
belief . . . that nothing is worse than being fat: that

no_price is too high for thinness, including health”
(369 p 65) - St S ] oz
o - - In 1978 a Nielsen survey revealed
that 55 to 60 percent of all women ages 24 to 54
diet; and of that group three-quarters. acknowledge
doing so in order to look -better rather than to feel
better (30). Similarly, 42 percent of the 33.000
women who completed Giumour Magazine's body

image survey said losing weight would make them
happier than “success at_ work,” or “a date with a

man you admire” (11). Moreover, a full three-quar-
ters of these respondents considered themselves too
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fat mcludmg 45 percent of those who were under-

weight The pressure these women feel to diet is
captured succinctly by the startlmg fact that two-

because they feel fat.”
- .. - Studies conducted during the 19603
revealed that 50 to 80 percent of high schoel- girls in

at some - tlme because they considered themselves
overweight, even though oniy half of them were too
heavy according to standardized -measures (14; 20):
To update this research John Kelly and Sonia Patten

of the University of Minnesota recently surveyed
nearly 2,000 boys and girls from 12 suburban- high
schools serving predominantly white -and middle-- to
upper-middle-class students (20). This investigation

focused on the attitudes and weight management
practices of the 85 percent who were considered
neither too thin nor too fat because their weight ““fell

,,,,,,,,,

) Kelly and Patten found that a large
percentage of normal-weight teenagers, particularly
girls, were. dissatisfied with their weight .and/or

concerneii about being overweight. Around 40 per-
cent of the boys and girls wanted to lose werght but
a closer analysis indicates that this- parity is-illusory:
In general the boys wanted to reduce so that they
could be more successful in competitive sports, but
they were- unhkely to -translate their -desire into
losing weight:

On the other hand the flgure of 40
percent. probably underestimates the percentage of
girls who were concerned about their weight and

trying to iose weight. A majority of the girls—none
of whom was technically overweight—were -‘‘fre-
quently’’ - or -“constantly’”’ concerned  about bemg
overweight (69 percent), wanted to be ‘“‘very thin”

(59 percent), liked losing weight (68 percent), and
got angry w1th themse‘ves after overeatlng (69 per-

dletmg thh the express intent of losrng weight and
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increasing their attractiveness, which they see as less

than that of their female peers. The extent to which
the glorification of thinness has influenced today’s

teenage girls is seen in the fact that not a single one
whose actual weight was between 95 to 115 percent
of the standard for her height and age endorsed the

item “‘I feel more attractive than most other people.”
- Kelly and Patten’s research suggests

that, at any given time, at least 40 _percent of all
white, middle-class;. normal-weight girls -attending
suburban high schools are actively engaged in losing
weight in order to become _very -thin. Of equal

importance is the finding that for girls, but not boys,
slenderness was positively. correlated with higher
dating. This raises the disturbing possibility that, as
a result of cultural messages equating thinness with
beauty and virtue; slenderness is actually becoming a
significant characteristic in the development of femi-

nine ’s)élf-ééncépt and self-esteem (20, 39). :
. - If slenderness has indeed moved
from the category of a magical selution to ‘a real

asset, then there exists a double jeopardy that is

bound to place more and more young girls at risk for
eating disorders (20). On the one hand, girls who do
not wish to be thin or who are genetically incapable
of it will be actively discouraged from feeling good
about their bodies and themselves. On the other
hand; the vast majority of those whe buy into this
new. “‘American dream’—slenderness—will be con-
tinually fighting the dictates of their biological cor-
stitution, the abundance of both nutritious and non-
nutritious food, and the cleverness of professionals

who earn a lot -of money- advertising pizza, beer,
hamburgers, and candy. The dieter who sees no
choice but to reduce may or may not become and
remain thin (and the odds are very much against
both), but either way the cost of rigorous dieting will

be very high—a perpetual hunger for food and

unconditional positive regard, indulgence in danger-
ous weight-control practices; an unstable self-image,

a constant war with the seif and others over the
1538
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issue- of contral and dxsﬂiusxonment upon dlscover-
ing that in the long run self-denial is no more a
solution to life’s complexities than indulgence (16,
20).

Eating Disorders and
Normal Weight Control
The fact that weight anxrety, body

drssat:sfaetierx dieting, and dangerous weight-control

practices (see Chapter 6) occur with great frequency
among high school and college students -raises the

the extreme end of a. culturally supported contmuum

of maladaptive behefs and behaviors. To test thls

ventory or EDI (14, 15). The 64 xtems on tfus

questionnaire cluster into eight behaviors and atti-

tudes present in most cases of anorexii nervosa and
bulimia. These are a drive for thinness, engagement
in binge-eating and- self-induced vomiting, body dis-

satisfaction, perfectionism, a sense of personal inef-

fectiveness, interpersonal distrust, disturbances- of
interoceptive awareness (see Chapter 2, pp. 43-44),
and fears of maturity.

Garner and fus assocrates admlms-

tered the EDI to anorexic patients-and to z large

group of female -undergraduates. Based -on their
responses, the students were grouped into those who

were weight-preoccupied and those who were not.
As dictated by the EDI’s standardization, the anorex-
ics’ scores on all eight subscales were significantly

greater, than those of the non-weight-preoccupied
students. The weight-preoccupied students, however,

,,,,,

were very comparable to the anorexics-in_ therr hlgh
levels of drive for thinness, body dissatisfaction, and

perfectionism.  Anorexics appear to have some
unique psychological problems (such as mistrust and
maturity fears), but the fact that they share several
salient features of their disorder with normal female
undergraduates provides support for the role of
culture in the development of this form of psycho-

pathology (14, 34).



The Relentless Pursuit of Thinness

The Relentless Pursuit
of Thinness

- - During one of my all-too-rare visits to
the college athletic complex for an afternoon work-

paper in an

out, I happened across twe sheets of

empty locker. These pages from The Runner maga-
zine (25) invited me to rate my “‘running -commit-
ment” on a scale adapted from a popular book, In

Pursuit of Excellence. As a sedentary psychologist
interested in eating disorders, I read all the -ques-
tions, but replaced each “running” -or ‘‘excelling”
with “losing weight”’ or ‘“'staying thin.” =

these substitutions and the attitudes manifested in
anorexia nervosa and. bulimia. People with eating

disorders are extremely “‘willing -to sacrifice other
things to excell in [staying thin].”” They ‘“‘never let up
or give up in a race [to lose weight]).” They also &
“‘push hard even when it hurts.” Further, they. “feel

more committed to improvement in [losing weight or
staying thin] than anything else” and “they feel more
successful or gain more recognition in [losing weight

or staying thin] than anything- else, .-
o I believe that the glorification of fa-

natical self-control increases the danger inherent in
our culture’s idealization of thinness. Many dieters;,
dedicated to the pursuit of thinness despite their
genetic heritage and i:' the face of constant tempta-
tion, see their bodies - = the “cnemy” (11, 34). As
demonstrated previous - quite often the goal of this
battle with biology - ;elf-control, not improved
health or even heighten * sexval at‘ractiveness. For
centuries, fasting in tic picience of _plenty has
signified a distinctive pus; v aton of «1e soul (9, 14).
The goal for many of eday’s wxers is to be
similarly virtuous-and specis “iiv.gh Lre exercise of
fanatical self-deria! (see L avter 3). 5w that the
standard of living i West :ri co,ture is v 1gher for all
classes, body fat is no lengsr a =‘gn oi wealth or
power. On the con-rary, beir; -hin has become 3
symbol of uncommon beauty ax.’ guodness, az well
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as a 51gn of youth in a culture that dmf:s not respect
the elderly (3; 39). The negative correlation between
obesity and social class highlights all too clearly the

positive correlation between eating disorders and

socioeconomic privilege (14).

,,,,,,, - Many people will angnly resxst the
unpheatxen that there is anything wrong with sacri-

ficing “everything’’ in order to be the best. Competi-
tive ambition and perfectionism are highly valued
commodities in our male-deminated, achievement-
oriented society (28). Moreover, in a culture such as

ours, where external restraints on behavior are less-
ened or at least muddled, there is oftert open admira-
tion for those who struggle against great odds to

blend self-control and achievement (14).
A stnkmg example IS our reverence

h:ghly skﬂied athletesﬂedxcated to. peak physncai and

mental conditioning. The successful triathlete, how-

ever, is often a person who sacrifices relationships
and a multidimensional life in erder te achieve

recognition and, in some cases, riches tﬁrougﬁ

= — —--—a— -y i fiuteteih e ek i

“all-consurmng devotion to exercising, eating huge
quantities of food, and obsessi g about diet; appear-
ance, -and_competition.. To an .mpress:enable young-

ster the positive. significance of the triathlon may be

superseded by a more primitive message that sup-
ports both an egocentric desire for uniqueness and

the seductive suggestion that one can eat huge

quantities of food as long as one balances it out with

fanatical exercise.

- To- mvest1gate the dangers pﬁsed by
a eﬁmbmatten of fanaticism, competition, and pres-

sures for a thin body, Garﬁnkel and Garner adminis-
tered the Eating Attitudes Test (EAT) to female
students at hree different proféssxenéﬁ ballet
schals; a prefesgon;ai modeling school, a Canadian
univxrsity, and a music conservatory (12). The music
stwrinis were evaluated- because their training is
inten:. . ** competitive, but they ovs under- no-appar-

ent p’=ssure to be thin as they perfﬁrm ‘The EAT is

qlmu;;r n structare to the EDI, bu. focuses more on
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specific aspects of anorexia nervosa such as extreme-
ly restrictive dieting, food preoccupation, and inter-

nal versus external control of eating (12).
The results of this study clearly dem-

onstrate that circumstances emphasizing dedication,

competition, and pressure for thinness foster anorex-
ia nervosa and anorexic attitudes. Twelve of the 183

(6.5 percent) professional -dance students met the
DSM-III criteria for anorexia nervosa (see Chapter 6,
Table 6-1). Another 26 (14 percent) of the dancers

were not technically “‘anorexic,” but they did report

a ‘“‘drive for thinness” and a “morbid fear of weight
gain'’ equivalent to those of hospitalized anorexics.
In addition, this subgroup reported Srequent use of

self-induced vomiting and laxatives to control their

weight. In general, the dance and modeling students
had significantly higher scores on the EAT than the

female undergraduates and professional music ~
dents, and the dancers from more competitive 1:
grams had the highest scores. This correlation ai
the low scores of the music students indicate th
dedication and competition do not cause eating - - .
ders. They become sinister only when couplea witi

explicit pressures to remain thin.

Eating Disordersand
the Psychology of Women

. .. -The observation that 1 to 5 percent
of bulimics and anerexics are male means that it is a
serious mistake for school staff, students; and profes-
sionals to classify eating disorders as a ‘‘women’s
issue” (1; and see Chapter 6). Nonetheless, the fact
remains that 95 percent of those who admit -to
having an eating disorder or present -themselves. for

treatment are female. At present the relationship
between -eating disorders and feminine biology or
sex-role. identity remains unclear: anorexia- nervosa
and bulimia have been variously associated with a
rejection of femininity (9),-a confused acceptance of

emininity (4), and a rebellious redefinition of femj-
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mmty (27) Tﬁese dlscrepanaes in theory should not,
however, obscure the obvious:- the -extreme sex
difference in the prevalence of eating disorders
means that the nature of femininity in our culture is

a significant risk factor in the development of an-
orexia nervosa and- bulimia. (See Streigel-Moore,
Sllberstem, and Rodin [33] for an =xtensive discus-

sion of the. relatlonsﬁlp between eating disorders and

many issues in the psychology of femininity—for
example, the connections among physical attractive-
ness,; pleasing and serving others, and self-esteem;)

- The astute, as well as the cymcal,

observer will note that the emergence of eating

disorders as a widespread problem coincides with the
expansion of the feminist_ movement (18 31). This in

no way means that feminism ‘‘causes’’ " eating disor-

ders; Lincoln’s emancipation proclamation is certain-
ly not to blame for the economic plight of millions of
poor Blacks in the United States. Rather, the associ-

— ' e —a—

ation between the fermmst ‘movement and eating

disorders may indicate that ‘“‘if one lives in a culture
where the roles of women are complex, confhctmg,
and in change, and if these pressures exist in a

milieu which emphasizes a high positive value on

‘imness and negative value on obesity, one is at
ater risk for anorexia [and bulimia]” (31, p. 87)-

In their book, Bulimarexia: The Binge/
Purge Cycle-{4), Marlene ‘Boskind-White and her
husband  William = describe their therapeutic . work

with female bulimics from Cornell University and

other colleges around the country. In general, these
young women: are bright, energetic, talented, inter-
esting, and privileged: But this potential only seems

to.contribute to a strong feeling of being trapped

between a dedlcatlon to tradltlonal femmme,ya,l,ues

with men and women in develdmng a successful

career. Janice Cauwels, author of another highly
recommended book, Bulimia: The Binge-Purge Com-

pulsion (7); is. convmced that these women and our
society in general have misperceived the feminist

emphasis on Opportumty and choices for women as
163
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an obligation to achieve professional success af am
early age.

In my epinion many men and women

are extremely threatened by attempts to expand the
gender identities of both sexes in the_direction of
greater depth and freedom. Consequently, to main-
tain the balance of power in favor- of men or some
vague conception of the status quo, this resistant
majority has perverted the feminist demands for

equality of opportunity into an unrealistic insistence
that women:reconcile the traditional and contradic-
tory masculine and feminine roles into a_“super”
identity (3, 7). This identity retains many features of

the established feminine role—for example, an obses-
sion with the body, sensitivity to others, and depen-
dence on male approval—but redefines the substance

and style of femininity to emphasize thinness, youth,
ambition, self-control, and self-sufficiency (3). Ironi-

cally; radical feminists may be adding to. this diffused

identity . by rejecting those women ‘whe choose to
delay ur even eschew a career in favor of the
traditional homemaker role. o ,

It is likely that rejection of the ster-

eotypical feminine role with its images of z soft;

rounded, and self-effacing mother contributes in
some way to our cultural obsession with thinness
(14). The other side of this new coin may be the need
to look younger and more masculine—that is; thin-

ner—in order to compete and gain -respect in the

essentially masculine. world -of business. Or both

motives can be. condensed into a single need—to
c..npete with other women over whe is the thinnest
aod most virtuous at the dinner table (7). A cigarette

continually reminds women -that they have ‘“‘come a
long way, baby” (italics added) in their quest for
social and economic autonomy. This cigarette is not
called *Virginia Fats.” The painful irony here is that

the commercialization of thinness is actually a means
of “‘cashing in en women’s gullibility, self-conscious-
ness, uncertainty, and anxiety” (3; p.-123). The new;
slender style is not a true symbol of liberation, but
simply a newer badge of subjugation; this time to a
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whalebone corsets or stiletto heels (3 13) o
Arguing from a historical and a clini-

cal perspectwe, - Boskind-White and the Wooleys

make a convmcmg case that the relentless pursult of

of the femmme sex role (3 39) This hypothesls was

exammed ina recent study by Dr Catherne Steiner-

Boston (32) The snb]ects of her research were 32

girls attending a private high school—a group at risk

for eating disorders (see Chapter 6). Steiner-Adait
found that all the girls were quite aware of the
‘“‘superwoman’’ ideal: Each was able to describe her

as thin, attractive, smart, active, independent, auton-
om' us and dominant w1th1n relatlonshlps and some-
perj"ectly successful in estabhslnng a_career,

e T T T el __ep - —

of interpersonal conneetedness around wlnch gtrls as
opposed to boys; tend to build their identities (17).
The remaining 13 girls (40 percent) wholeheartedly
embraced this £ontrad1ct0ry vision of interdependent
autonomy, seeing ne mté’;giag)jig@i@srsteneles and no

dissonance between the intense pressure to be sepa-

rate versus their socialization -to value relationship
above complete individuation. Of the_girls. who saw

one had an EAT score in the eating dlsoraer range
Of the girls who identified :.ith the superwoman, 11
(85 percent) had scores in the eating disorder range

2nd another was borderline.

It may well be that the bulimic col-
lcge Women who participate in Dr. Boskind-White’s
therapy groups are at a later stageﬁf the doomed
struggle - to- become. superwomen: The. anibiguous

and conflicting pressures created by separation from
men and rellance on thelr approval leave these

and angry (4 In tms reg, 'e, ﬂetmg, bmgemg, and
purging can be constried 23 cuunterbalanced and
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culturally legitimate means of aspiring to the ideal of
thinness while combating such disruptive feelings:

e Tﬁé %61’1{ Of BOSkiﬂd:Whlté, an&
Steiner-Adair provides strong support for the belief

that complex transformations in the feminine role

constitute a sociocultural factor in the proliferation of
eating disorders. The key feature here is change

itself; it is a serious mistake, as well as a great
injustice to. women and men, to interpret the re-
search on sex roles as suggesting that girls would be
better off if only they would accept the -traditional

feminine characteristics. The ability of the fashion
and diet industries to inculcate the goal of thinness is
based squarely on the traditional feminine identifica-
tion of self-esteem with personal appearance (3; 39):
Moreover, research conducted in the 1970s demon-
strated-that male and female psychologists listed the
same ideal characteristics for a healthy “‘person” and
a healthy “male,” whereas their conception of a
mature female was antithetical to their description of
a_healthy “verson” (5)! We certainly do not need to
return to a lopsided feminine sex role whose actual-
ization moves one in the direction of psychologic-!

disturbance (8). 7 7 )
A recent survey of women attending

Miami University in Ohio suggests that changes in
both the feminine sex role and the ideal body shape
form_a cultural backdrop for the proliferation - of
eating disorders -(Debs and others, cited in Wooley
and Wooley [39]). Although most of the women
believed_their mothers to be generally. approving of
them, only 43 percent felt the mother’s attitude
toward the daughter’s body was at least ‘“‘mostly

positive.” More important, the degree of this per-
ceived negativity was highly correlated with all bu¢
one of the EDI subscales. Body dissatisfaction was

the strongest predictor of bulimie behavior, but the

next strongest was the daughter’s perception that
her mother was very critical of the daughter’s body.
This is very interesting in light of two findings of the
Glamour Magazine survey (11). First, very few of
today’s women feel that their mothers like their own

168
167

<y



THEROLEOFCU  'RE

bodies. Second, a woman’s negative attitude toward
her own body is highly correlated with the percep-
tion that both mother and father are or were critical
of her body shape. R

.- - Assembling these correlations into a
dynamic_portrait of familial interactions is difficult,

but the Wooleys offer a thought-provoking and plau-
sible interpretation (39): They note that the mothers
of today’s teenage girls are the first cohort of women
to experience generalized dissatisfaction with their
weight and themselves as a result of fashion propa-
ganda, the changing roles of women, and our cul-
ture’s incressing emphasis on youth (see -also Bos-
kind-White ;3]). It is hard to-see how this lack of
respect for tody and self would not color the devel-

opmer of their daughters in some important ways.
When these girls reach puberty, or even before, their
body skipe may become a projective surface for the
mother's onfulfiilk £ wishes and uncertainties and ior
the darhier’s eeds to act like a woman (mother)
whiie ¥ c.oming Ser own, “better’” woman (nit moth-
er). Ir +sls emotionally charged interaction, “d'sting

may sorve simultaneously as identinication, differenti-
ation; - “enge, and penazce” (35, p. 37 The pain

of this confiict and confusion is great, but not as
krezi as that involved in rejecting the female role.
Perhaps t.ie hostile purificatitn of the anorexic and
the uncontrollable gorging and purg‘ng of the bulimic
represent a culturally supported lack of respeet for
the normal fermale body and a need to escape the

choices: posed: by the dilemma of maternal versus
vaternal identification (39).

The role of hostility, expressed out-
wardly as anger and inwardly as self-loathing; in the

development and expression of eating disorders is
deserving of more research. The proliferation of

eating disorders has coincided, not only with femi-
nism and increasing pressures for thinness, but also
with an explosion of violence against women in the
streets, in the home, on film, and in “literatur.

Surely such denigration does nothing to help girls
and women learn to respect their bodies and them-

selves. In addition, women are socialized to deny
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anger or keep it to themselves (3, 17). Both these

factors increase thi likelihood that eating disorders

are in part celf-directed expressions of rage that also

serve to mock the very same dependency, objectifi-
cation;-and idealization of thinness that many- anorex-
ics and bulimics cannot refrain frem embodying.

History, Culture,

and Psychopathology
__-.-._ Sociocultural theoriés of psycho-
pathology maintain that culture shapes the nature of
anxiety and the means by which people - cope with
inner turmeoil. The classic i'" ‘ration oi this principle

is the conversion hysteria tuat afflicted a number of

,,,,,,,,,,,,,

middle- and upperclass  women in England and
Western Europe at the close of the Victorian era (26,
31). In respense to overwhelming life stress these

women unconsciously converted deep-rooted con-
flicts between internal urges {such as scxuality and

anger) and external proprieties (being ‘‘feminine’’)
into an apparent physical disorder (hysterical paraly-
sis).. This strategy protected the person and others
from  the power and. significance of the emotional
conflict. However, the conversion also permitted
some satisfaction of the urges (through attention,

massage, and passive aggression), while enabling the

individual to retain the feminine qualities of hel-less-
ness and dependency (she “‘couldn’t stand o her

own two feet'). o
.- - Eating disorders may well be the
conversion disorders of our times (31). As our culture

has changed; so have our anxieties, proprieties, and

coping strategies. But now many vulnerable people—
young women—convert powerful new. conflicts be-
tween internal needs (to “be in control” and to ‘‘be
someone’’) and external proprieties (“‘being thin’’ and

“feminine”) into eating disorders. Anorexia nervosa
and bulimia reconcile both these. pressures before
they devolve into a dangerous parody of each.
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Conclusions
and Implications

The Role of Culture

the influence of culture on psychopathology. Never-
theless; the evidence reviewed in this chapter leaves
little doubt that sociocultural factors are encouraging
the development of eating disorders. Of special
significance in this respect is the finding that a large

number of people in our culture, particularly teenage

girls, manifest many of the psychological characteris-
tics and weight control practices that form the basis
of anorexia nervosa and bulimia: ,

- .- Implication. All school employees
who wish to transform the school into a positive

force in the prevention of eating disorders must
acknowledge that people with eatinig disorders are
not ‘‘crazies” who fall prey to an incomprehensible
“mental illness:” Rather, they are people—our stu-
dents, our children, our colleagues, and our friends—
strugg’:ag with insecurities and pressures that we as

membe's of our culture have helped create or
sustain.

The Glorification of Thinness and
Rigid Self-Control

: . Conclusion. The increase in the prev-
alence of eating disorders is in part attributable to

the emergence of thinness as an ideal of feminine

beauty and as a concrete expression of virtuous self-
control. A drive for thinness is arguably the most
important  feature of both anorexia nervosa and

bulimia. This motive is reinforced by a host of
cuitural messages: the ultra-thin models of a high-
class fashion magazine like Vogue, a coach’s misguid-

ed _advice to_‘‘come back after you've lost some

weight,” a cigarette called “More” that features a
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thin woman clad in an expensive outfit. The dark
side of this culturally supported drive for thinness is

widespread prejudice toward overweight individuals,

particularly women. In this context weight loss and
slenderness have become standards of beauty and
goodness. There is little evidence that the health of
Americans- has benefited from these values, but
there is substantial evidence of widespread dissatis-
faction with natural body shapes and of intense
pressure. to challenge nermal weight by restrictive
dieting. For certain vulnerable individuals, the long-
term outcome of this anxious self-rejection is an

eating disorder (see Chapters 8 and 9).
Implications. The glorification of thin-

ness and fanatical self-control illuminates the many
obstacles faced by school - staff interested in the
prevention -of eating disorders. First, -there is- the

challenge of examining one’s own beliefs and behav-
iors for evidence of a psychological investment in

slenderness and/or prejudice against ‘overweight. At
the very least educators should try to eliminate

negative statements about overweight people from
their language and other educational tools. Second,
the fusion of slenderness with beauty -and virtue

means that body weight, body shape, and attractive-

ness will be very sensitive - issues for- discussion

within 2 mixed-sex group that probably includes
severil overweight students and numerous dieters
(21). And.third; examination of the totally unwarrant-

ed prejudice against overweight -and -even._normal-
=eiznt people will likely cenclude with sound but
controversial contentions—for example, most people
should not eat less than 2,000 well-balanced calories

per day (see Chapter- ition of hea
body weight should depend on the person’s function
and fitness; net on a table of heights and weights

9) and the definition of healthy

that overlooks vast individual differences in ‘‘natu-
ral” body weight (16).

L This list of challenges is not meant to
discourage consideration of sociocultural factors in

the development of eating disorders. Far from-it: My

intent is rather to encourage carefiil preparation for
179
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discussion of some of the most important factors in
the cause of anorexia nervosa and bulimia: prejudice,
the media, fashions, competitive ambitizusness, sex
differences; the ticlcgical regulation of eating and
weight, and th= normalization of excessive dieting
(see Chapter 10). This rich variety of topics makes
the influence of sociocultural factors a fertile ground
for teachers of social studies, history, speech, home

economics, health science, and biology (21).

Eating Disorders and the Changing

Feminine Sex Role

,,,,,,,,, - - Conclusion. Three facts clearly con-

nect eating disorders with changes in the ferainine

sex role. First, the upsurge of eating disorders

coincides with the increased impact of the feminist

movement and the resultant expansion of the femi-
nine sex role to include contradictory demands for

autonomous and interdependent behaviers. Second,
most anorexics and bulimics are females who devel-
op their eating disorders during adolescence, a time
of life in which the issues of identity and intimacy
are paramount in personal development. Third, the
research by Steiner-Adair demonsirates a correlation

between identification with the “super-thin superwo-
man’’ ideal and anorexic-like attitudes and behaviors:
At present we do not know how- these confusing and

oppressive changes in the feminine sex role combine
with the traditional feminine investment in personal

appearance to set the stage for eating disorders. It is
very likely, however, that the relentless parsuit cf

thinness reflects numerous themes, including identifi-
cation with current ideals of youthful beauty, rejec-

tion of traditional feminine shapes and limitatiens,
and the struggle for contrel of something concrete—
weight and shape--in a world of abstract ambiguities
6, 27, 39). o ,

. Implications. As noted earlier, educa-
tors interested in eating disorders must deal carefuily
and sensitively with the emoetional topics of body
weight, body shape, and body image. Self-conscious
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teenagers, in. particular,- find it difficult to discuss

openly these fundamental aspects of what is often an
incomplete self-concept: This challenge to teachers is
intensified by the fact that these topics have a
different - meaning for girls -and boys: . The entire
notion. of a sex role is tricky, because it blurs
individual differences, emphasizes constraints on per-
sonal freedom, and points-to gender inequities. Nev-
ertheless, consideration of cultural expectations for

males and femules: is necessary if two crucial ques-
tions are to be addressed: Why do people diet? (see
Levine [21]) and Why do more girls than boys diet?

Given the emotional nature of these questions, they

might e best addressed initially through nonthreat-
ening assignments such as *Yie collection and analysis

of boys (men) and girls (women) as pertrayed in a
variety of advertisements.

A Sociocultural Approach
to Prevention
 Conclusion. The multidimensional na-

ture of eating disorders, as well as their history of at

least 300 years; suggests tha* even radical changes
in Western culture are not likely to eliminate anorex-
ia nervosa and bulimia completely: Nonetheless, if
culture shapes the nature of our fears and our
strategies for coping with them, then tne school as
an.influential representative of society can play an
important role in combating many of the constituents
of eating disorders, such as the inflexible need to be

thin; the normalization of dieting, and the glorifica-

tion »f competitive self-ccntrol.
- - Implication. The role of the school in

socialization is controversial, but one of the bases of
this book is my conviction that, through education
and - personal example, teachers can promote a
healthy acceptance of self and others. by actively
resisting cultural pressures to equate thinness with
fulfillment, perfectionism with virtue, and- opportuni-

ty with obligation. Not all teachers will have the
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inclination or time to become involved in the preven-

tion of eating disorders. Those who choose to must
join with counselors and other school staff; parents;
and students in resisting the strong temptation to
dissociate themselves from eating disorders by mar-
veling at their bizarre signs and symptoms, giving

them impressive psychiatric labels, and then turning
over all responsibility for comprehending, identify-
ing, and preventing them to experts (21, 22).
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The Causes of
Anorexia Nervosa:
A Multidimension
Perspective

| T dinica festices of anveexia

i dlﬁef substantially from case to case. More-

nervosa differ substantially from case
over, each case is the product of many complex and

interacting . factors, none of which is necessary or
sufficient for the disorder to emerge (2, 11, 32, 34).
This is a perplexing state of affairs for researchers,
therapists, families; teachers; and authors alike: Vari-
ability and multidimensionality mean that there is no

single, comfortable “‘cause’’ of anorexia nervosa, and
that there will be differing sets of causes for differ-
ent anorexics; if you will, there are different access

roads to_a multilane highway called anorexia ner-
vosa. Most important, a multidimensional perspec-

tive encourages us to stop looking for direct causes
and start identifying the factors that place a perscr:
“at risk.” The more of these factors that are pre-
sent, the greater the risk of developing this eating
disorder.

The Three P's

Risk factors can be divided into pre-

dispositions and precipitants (11). Predispositions con-
stitute the vulnerability for disorder, while precipi-

tants are those personal practices and _external
stressors that transform vulnerability into an awful

reality (28). In other words; the predisposing factors
determine the appearance of anorexia nervosa in-
stead of healthy adjustment or anotheér psychological
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problem, while the precipitants account for the emer-
gence of the eating disorder at a particular time (12).

There are also perpetuators, effects of the disorder
itself that entrench or worsen the illness over time.

In short, a model of anorexia nervosa must consider
the three “p’s”: predispositions. precipitants, and
perpetuators (16).

Biological Predispositions
Genetics

béféfiﬁiﬁing;,thé,,héritaia"iii’ty,,6f nor-

mal and abnormal behavior in humans is challenging
and controversial under the best of circumstances,
ard:the behavior genetics of eating disorders lags far
behind comparable investigations of depression and

schizophrenia (27). Nonetheless, based on the follow-

ing findings, there seems to be a hereditary factor in
anorexia nervosa (see reviews by Eckert [10], Garfin-
kel and Garner [11], Yager [34]).

Risk in Family Members

Although it is rare for the mothers of
to-be anorc:ic. 15 to 25 percent of

anorexic girls - rosie. 15
first-degree relatives (mor. ~ and fathers, sisters
and_brothers) report unusi.iy low adolescent body

weights, as well as anorexic-like behaviors and. atti-

tudes toward eating. Further, the risk of full-blown
anorexia nervosa in the sisters of anorexic patients is

3 to 10 percent compared with a rate of 1 percent or

less in the general population of postpubertal females
(see Chapter 6).
Twins

. Monozygotic (identical) twins have

exactly the same genetic composition, whereas dizy-
gotic (fraternal) twins are no mere alike genetically
than any other sibling pair (50 percent similar). If
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anorexia nervosa has a genetic basis, then the proba-
bility of identical twins being anerexic should be
significantly greater than the probability of . ncor-

dance for fraternal twma Based on less than 50 sets

of twins (too small a number for scientific confi-
dence), it -appears: that the concordance rate for

monozygotic_twins is approx1mately 50 percent. The

rate for dlzygotlc twins is around 10 percent—that is,
the rate ior non-twin siblings.

Familial Vulnerability

The first-degree re: -ives: of anorex-
ics are unusually vulnerable to stress-related disor-
ders (such as gastritis and  peptic ulcer) and to

aifective disorders (such as depression and mania).

In fact, the abnormally -high rate of depression and
alcohohsm in_the family histories of anorexics is
cornparable to that observed in thz families of pa-

tients with major depressive disorders (18).- Interest-
ingly, the connection between alcohol addiction m
the fathers and anoréexia nervosa in the daughters is

parhcularly _strong_for the subgroup of anorexics who

~ The fam'ﬂial vulnerablhty to a spec-
trum of psvchologwal disorders suggests that anorex-

ics do_not inherit a specific predisposition for anorex-

1a nervosa:. Instead, they may inherit a general
Vulnerdblhty to emotional disruption and overreac-
tions to stress, proclivities that later take a specific

form based on gender, sociocultural factors, and

family dynamics.
Conclusion

EGHectxvely, the ev1dence for a genet-

ic cdmponent In-ancrexia -nervosa is impressive but
not definitive. The same data could be marstaled in
service of the theory that growing up as an identical

twin or_in a family with one or more disturbed

members makes it difficult to form an ldentlty based
on internal strengths rather than external images of
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The Individsal With . the Femily

thiizness (11). Since most anorexics come _irom.mid-
dle- and upper-ciass fainilies, the adoption studies
that might settle this issue are extremely improba-
bie. Cornsequently, we must be content with the
strong likelihood tha. there is an as yet unknown

genetic vulnerability to ancrexia nervosa, stress,
and/or - depression that interacts in some as yot
unspecified way with cuiture, family, personality,

and life circumstances to produce anorexiz nervosa.
Pregnancy and Birth Complicationis

_ Approximately 20 percent of the an-

ore:ics studied in several investigations were born to
mothers who experierced complications during preg-

nancy (e.g., infection) or delivery (e.g., prolonged
labor) (11). This is a higher rate of _perinatal prob-

lems than is associated with the births of noriral and
neurotic females (11). The specific effects of such
early trauma are unknown. They could subtly affect
the basic mectanisms in_the brain- for controlling

hunger, or they might compromise the development
nf higher-order brain centers that later play a role in
Jnitive developmen* and coping with stress.

Predisposition:
The Individual Within

A Note of Caution

... Maay researchers an clinicians have
attempted to specify the familial characteristics that
increase the risk of anorexia nervosa (11, 34\. Classic
books, such as Bruch’s The Golden Cage (5) and
Levenkron’s. The Best Little Girl in the World (21),
have done much to increase our understanding of
familial risk factors. Unfortunately, their astute clini-
cal observations have been transformed into a stereo-
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tvpe of overcentrolling mothers and perfectionist but
emotionally distant fathers {34). This oversimplifica:
tion, like all cu.iveniences, is tempting, but subject to
breakdow:: with repeated use. It should be resisted

1oceuse very few concrete facts about familial risk
-actors have been established-(34). This is attribut-

abiz to the tren:endous variability in cases of anorex-
ia nervosa, the  “rent limitations of verbal reports

gathered after .. inset of a serious illness, and the
paucity of studies that compare the families of

anorexics to the families of patients having either no
disorders or another equally serious psychiatric prob-
lem (11; 34). Cnless otherwise noted, the ‘findings”

and ‘‘facts” reviewed ir the following sections
should be considered strons possibilities de:rving of
further research.

Family { Saracteristics

: ~ The study of demographic character-
istics associated with an incranse: risk of anorexia

nervosa has produced more negz.~ than positive
results. Anorexia nervosa seems to be unreiated to

religious affiliation, family size, proportion of females
to _males in the family, birth order, and  family
disselution due to separation, divorce, or ueath (11).

Across studies only two consiscent findings emerge.

The families tend to “e socially acvantaged (see
Chapter 6), and the parents tend to be somewhat
older thar average (11).

Familial Attitades and Values

_Souic: Jltural factors play a role in

tize development of « .ting disorders (see Chapter 7);

but it is not known exactly how misinformation: and
dangerous values ar~ directly conveyed te children.
Based on case historizs of anorexics and on investi-

gations of achievement motivation, it is reasonable :0
hypothesize that (1) the faniiy-is the principal inter-
preter and transmitter of cultural values, and (2)

some iamilies place the’ children at risk for eating
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disorders by overemphasizing slenderness, calorie-
consciousness; youthfulress, perfecticnism reliance
on external sources - if-esteem, or any number of
other factors that h. /« teen implicated in anorexia
nervosa (11). o , ]

Lat the existing evidence is either incousistent; anec-

uotal, or based on studies that lack the appropriate
comparison groups (11). Approximately 25 percent of

the. families of anorexics are abnormally preoccupied

with food; physical fitness, and physical appearance,

s evidenced by chronic uieting, problems with

weight fluctuations;- adherence to unusual food regi-
mens, and professional involvement in the food,
nutrition, or health indust:y (11). Consistent with the

theory of familial transmission, some studies describ-

a tendewncy in the fathers of anorexic girls to be
ambitious and perfectionist with respect to appear-
ar.ce and performance, but lacking in self-confidence

and nurturance (11).

- _These findings raise the possibility
that in some families pareats inadvertently st tne
stage for anorexia nervosa by enceuraging their
daughters to define themselves in terms of slender-
ness; rigid seif-centrol;, and the potentially contradic-
tory characteristics of individualistic ambition versus

a need to please others (sec Chapter 7). In effect,
scme parents unwittingly promote anorexic values

and bekzviors instead of a broad self-conicept and 2

high level of self-acceptance. ] 7

. It should L& neted that severa' are-
fuily designed studies (for exampie, Garfinkei and
others [13}) have revealed very iew differences be-
tween the parents of anorexics and the parents o
normal young women matched £. r age and soricecs-
nomic status. This has two. very. important implica-

tions for an understanding and application of a
muitidimensional perspective: concerning ‘the causes
of anorexia nervosa. First, this eating disorder can
develop -in the absence of blatantly distorted family
values. Second, anorexia nervosa may not* acise ever:

in the presence of such values (11, 17
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Parent-Child Relationships

: .- The various.theories and investiga-
tions-of family attitudes presume that faulty parent-
ing distorts the child’s relationship to her body, to
other people, and ultimately to- her self—her own
needs; goals, and abilities, as well as ker capacity for
evaluating what is best for her (4, 6, 21, 22; see
Garfinkel anc Garner [11] for a review). What fol-
lows is iny distillation of some-basic hypotheses about
the role of distorted parent-child relationships in the
development of ziorexia nervosa. -

- . Anorexia nervosa begins with the re-
lationship between a constitutioriall~ - -ilnerabie child

and parents who are unable to prc: the emotional
support and directive guidance tha: . hildren need.

These parents are often intrusiv:  overcontrolling;
and unconsciously dependent on the child for gratifi-
cation. This parenting style prevents the child from
learning to identify her own needs and emotions;
thereby discouraging her from forming -a personal
identity within the family. Instead; she develops an
abnormal attachment to the parents, usually the
mother. The cement of this unhealthy bond is a set
of powerful but poorly articulated emotions—fear of
abandonment; anger; contempt; and guilt: Ultimate-
ty, this distorted relationship creates in the child a
fundamental ruistrust of self and otliers and a deep
sense of helplessness in the interpersonal realm.

~ During childhood, _insecurity is

masked by excessive compliance with parental de-
mancs and by “~mpulsive overachievement in sports
and_in_scheo. Although these compensatory mea-

sures serve ti:2 child. and her parents well in the

prepubertal years, they wed both parties tc. the role
of “good child.” This leaves the daughter unpre-

pared to disengage and di“fcrentiate herself in re-
sponse to the physical changes {such as puberty) and

interpersonal demands of adolescerice (siich as begin-
ning high school or taking risks). Because the result-

ing helplessness and resentment threaten q¢ very

foundations of her existence, she submerges them in
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hyperactivity, perfectionism, and culturally sanc-
tioned dieting. Unprepared to be herself and unwill-
ing to remain her parents’ child, the anorexic tries to
maintain a-sense of control by ruling her Yody and
bending others to the tyranny of her _wei, 1t loss
efforts. ““Though anorexic patients ma

effo -patients may die from
their condition, it is not death they are after but the
‘irgent need to be in control of their own lives’ @, p:
269). o s -
o . Thus, hunger and food become the

focus of an ambivalent battle for identity and autono-

my. Later they become the battleground for a self-
defeating mixture of desperate motives and intense

emotions. Eating (gorging) produces an infantile
sense of security, but it also generates fear, guilt,
and self-contempt over lack of control. Food r: fusal

represents control, independence, and defiance, but
it is a lonely; joyless, and exhausting pursuit that

only leaves her facing the twin demons of anorex-

ics—ravenous hunger and loss of contral. The strug-

gle with these powerful demens is he .2d and lonely.

Her parents, who ‘gave her everything,” are
shocked when their “little girl, the one that never
gave us any trouble,” ‘recomes isolated, angry, and
defiant: DIl S : S
. #According to this perspective, adoles-
cence traps the anorexic-to-be between cultural pres-
sures for individuation, the marked ambiguities of
the female role in moders ~aciaty (see Chapter 7),
parental pressures for « riisvied dependency, and
her own deep-rooted iri: ... 5. She attemmpis

OWn. deep 28. She attempts to
escape by renouncing invéivement. in the abstract

and complex issues of adolescent deve'opment, and
turning instead to a concrete and presumably con-
trollable feature of self—weight. Under the burden of
the irreconcilable forces ard of _physical hunger,
three latent consequences of her lack of differentia.

tion from parents emerg: as cardinal features of
anorexia nervosa: (1) severe body imcge disturbance:

(2) an inability to interpret accurately or trust hunger
and other internal sensations (anger, sexuality,- fa-
tigue); and (3) “‘an all-pervasive sense of ineffective-
ness” (6, p: 9).
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THE CAUSES OF ANOREXIA NERVOUSA

: ~ Within this tangle of inadequacies;
motives, and anxieties resi<e the tragic paradoxes of
anorexia nervosa. Struggi:»g to saivage an existence

that is poorly differentiated from others, the anorexic

seeks to be ‘“‘special’”’ by embracing a set of external-
ly determined values that submerge her true self in a
sea of hunger, obsessions, and helplessness. Strug-

gling to be attractive (slender) and socially accept-
able, she is initially praised and admired by friends
and relatives who envy her dedication and self-con-
trol. But as dedication becomies obsession, she be-

comes repulsive, isolated, anc inaccessible (18, 20).
S - The descriptions of distorted parent-
child interactions offered by Bruch (4, 5); Levenkron

(21, 22), and others are extremely valuable. They

enable us to empathize with both the psychological
experience of anorexics and their parents’-bewilder:
ment over- the emergence of psychopathology - in

someone who had previously been ‘‘the best little girl

in the world” (21). They also direct therapists to the
developmental ijssues that terrorize anorexics and
make them so resistant to weight restoration. It must

be kept in mind, however, that such distorted parent-
child interactions are found in only a third-to a half
of all cases of anorexia nervosa (34): They have also
been reported in association with other psyc. slogical
disorders and in families with no discernible psycho-
logical disorder {11).

Family Systexiis Tﬁééry

_Theories about distorted parent-child

relationships assume that negative influences ema-

nating from the parents are filtered through vulpera:
ble children to produce an adolescent with anorexia
nervosa. According to this perspective, the parents

are the cause and an anorexic adolescent is the

effect. Family systems theorists reject this undirec-
tional approach in favor of a transactional model in
which ‘‘the patic: t's symptoms can be thought of as

being evoked, supported, and reinforced by certain

transactions in the system, and to play a part in the

- 18;
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family’s entire psychological economy” (34, p. 52). If
the family is understood as a system, then psycho-

pathology is not solely a characteristic of the ano-
rexic, because each member of the family, including
the anorexic, contributes to,-and is affected by, the

eating disorder (11). Semehow, anorexia nervosa
enables the anorexic and various members of the
family to fulfill a number of implicit or explicit goals,

all of which place the stability of the family above

<. - Dr: Selvini Palazzoli of Italy and Dr.
Salvatoye Minuchin of the United States have identi-
fied the following Systemic themes as the familial
context for a'iorexia nervosa (11, 33): 7
1. Awoidance of Conmflict: Within these familiesthere is

little opportunity for, or leadership in; the resolution-of

natural -conflicts. Commaunications are coherent, but there
Is a rigid insistence on the mainicnance of tranquility via
limitations on permissible topics for o' . ‘1ssion, adherefice

to a belief in complete parental authoti:;; and overconcern
with external appearances. - ]
2. Pseudomutuality: Although all family members are fre-

quently angered or discouraged by unresolved conflict,
overt expressions of emotional and intellectual dissatisfac-
tion are not permitted. Rather, an uneasy spirit of self-
sacrifice and a facade of harmony prevail. Within such an
atmosphere dirc.t communic~+~=. »f individual feelings or
overt protests of unfaiv ‘n &g selfish acts of
betrayal. |

3. Enmeshment: The . «drents, and/or grancjar-

ents-tend to be 5o wrap - in each other’s lives that
there is little privacy or ....ie encouragement to ~have
individual opinions; interests, and aptitudes. Family mem-
bers are quick to -answer for each other and otherv:ise

intrude on_ the individual’s thoughts and feelings. Th';
enmeshment blurs the distinction between individuals and

retards the development of individuality and autonomy.
4. Triangulation: Given their strong connections to their
families of origin and their lack of opportunity for individ-
ual expression, the parents of enmeshed families tend to
be frustrated and resentful. Divorce appears to be relative-

ly rare in the familses studied, but marital dissatisfaction is

common: Since the parents cannot express their feelings

openly or resclve their problems directly, they use emo-
tional blackmail to enlist the anorexic-to-f - as an ally

against the other pareni or as a scapegc - for family
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rvovleius. Constrained. by pseudomutuality and by. the
1300iv’s ~igid avoidance of conflict; the anorexic is unable
"+ expiore ¢ «l work through the inconsistency between

b meniprdztizeness and the aforementioned overprotec-

- +58. The resuking confusion;. ang:r, and despair
v cov erie thin nrgioer - of healthy identity formation.
_ The insistence of systems theorists

thst znorexia nervosa originates and is sustained
wiin the context of family values and transact.ons
has been a major contribution to the treatmen of
tnis -disoerder (29). Family systems theories also

provide a broadcr framework for understanding the

devclopmental deficits described by -Bruch and
others. Moreover, -the notion that the disorder sus-

tains the family in some way helps explain two

aspects of treatment that educators may find puz-

zling. First, some families are extraordinarily resis-
tant to acknowledging - their - child’s problem. and

arranging therapy for either the child or the family

(20). Second, in some cases, as the anorexic begins

to show great improvement in eating habits and psy-

chological status; the parents begin-to have increas-
ing marital difficulties and personal problems (8).

Tt ,AltHOﬂgﬁ ﬂiié Wamlng may bei PI‘OV°
ing tiresome, it must be noted that great caiition is
necessary in interpreting and applying family sys-

tems theory (31, 34). Not all families of anorexics
have these characteristics, nor are these characteris-

tics specific -to the families of patients witli eating
disorders. Moreover, faniily systemstheory is d>
rived from the observation of intact families, and -

significant number of anorexics come from homes
that were ‘“‘broken’’ -by divorce or death well before
the onset of anorexia nervosa (34):

Individual Psycholegical
Predispositions

- The following four factors have been
the subject of considerable discussion in the recent
literature on anorexia nervosa: They are reported

with sufficient regularity to suggest that they may be



risk factors, but the possibility remains that all but
the first are manifestations of anorexia nervosa. not
causes of it (12).

Weight Problems

. Some experts have found that many
of the anorexics_they - treated were overweight as

children or immediately before the onset of their
eating disorder (2, 12). Other researchers h 1ve either

failed to confirm this finding or have found that the

association between prior weight control problems

and anorexia nervosa holds only for bulimic anerex-
ics (11; 12). Where it is present, childhood obesity

may increase the risk of adolescent anorexia nervosa

by stimulating a premature puberty and by sensitiz-
ing the child to- both the importance of exterial
appearance and the cruelty with which most people
react to obesity (8, 12).

The Best Little Girl in the World
... Many anorexic adelescents are de-
scribed as having been socially anxious children who
coped with - their -insecurities by becoming overly
sensitive and compliant *o the wishes oi- others (2, 5,
12, 22). They developed, ard were reinforced for,
high standards for academic ard athletic achieve-
ment, but such perr:ctionism represented a strong

n.ed to ebtain the approval of others; rather than a
£&d s€nsc of their own inner needs and values. As

noted previously, this external orientation makas it
difficult to iadividuate ¢ving adolescence and easy

to abserb the. sociocultuwial pressures for slimness
ard ranztical seif-control. -
) - - Tt seems likely that growing up as an
overcontroiled, ompliant child would increase . the
risk of restricting, as opposed to bulimic, anorexia
nervosa. ‘The contrast between the image of the
“best little girl in-the world”’ and the stormy meod
swings and multiple impulse control -preblems of the

bulimic anorexic suggests that the dynamics of this

sabtype ma_ well be lifferent (see Chapter 9).
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As dlscussed in Chapter Z many
aiorexics are unable to perceive and correctly inter-
pret internal states such as h: unger, satiety, ange* 0y
fatigue (4, 6, 11) Alt}m :7h interoceptive istur-

» usvichological disorders,
,’3 io the ,pSychopat,holo,-
5 ,’L) Ahenatlon from i inner

"’.
b

pl oduces a prbfound mistrust of the BOdy and there-
fore the self. Such deficits would certainly promote
the external orientation ::at marks the ‘‘good little
girl”’; divorced from internal guidance, she must turn

to others for the definition and verification of her
motives and interests.

This dependeney only mtensxﬁes the

anorexic’s. msecunty, for the conviction that others

know what is going on niside her better than she
does prodiices a powerful sense-of vulnerability to
being controlled and exploited: Eventually mistrust

of self and others becomes the basis for the ‘‘all-

pervasive sense of ineffectiveness” (6, D. 9; 11;.22).
The antidote to helplessness is often ‘‘severe- dlSﬁl-

pline” of the body, schoolwork, time, and relation-

,,,,,,,,

ships—the. perfectionism noted in the ‘previous sec-
tion (6, 11). If we add mistrust of self and others,
perfectlomst regimentation, excessive Sensitivity -to
the opinions of othsrs; and a cultural obsession with

thinness, the resultmg sum approaches anorexia
nervosa.

There is some ewdenee that tntero-

ceptlve dlsturBances mistrust, and fiuidamental

mate_her own body size. At present, however

nothing conclusive can be said about the sfrength
and theoretical significance of the association (11).
All these factors may be the product of an intrusive
parenting style (enmeshment) that prohibits the_ child

from learning to 1dent1f§' and label internal states
correctly and from experiencing her body as her own




{4, 11). Or it may be that low self-esteem and other
forms of self-rejection, which could develop in ado-
lescence or- childhood, produce an unwillingress to
“listen” to herself and a tendency to isporeeive her
Siz€ i1 a manner that reflect. neuy s ~on thne self
(11). Still another possibility d<::ves 7+ the obser:
vation that, as “nermal”’ girls age tarough adoles-
cence; their estimation of body size and their accep-
tance of secondary sexual characteristics become

increasingly rezlisti-. This suggests that perceptual
disturbances may somehow be linked with the ano-
rexic’s cognitive immaturity, as discussed in the next
section (11):

Distorted Thinking

Miost people—teachers,  parents,

fﬂerlds even therapists—are mystified by the ano-

rexic's unwillingness te change despite the obvious
negative consequences of prolonged starvation: Da-
vid Garner and his colleagues believe that; although

anorexia nervosa arises out of an zxternal orienta-

tion, the established eating disorder is -regulated
more by a set of personal rules, beliefs, and attitudes
than by social or physical outcor-es (11, 14, 15).
oo - ACCDrdlng to Gaj'hef, the aHOYEXjC’S
self-starvation is logical to her, no matter how
irrational it seems to others. Self-starvation follows
directly from a set of assumptions, beliefs, and

values that we recugnize as distorted, but that she

has - assimilated “3*e her characteristic mac:ner of
thinking about herself, the world, and the future. At
the center of these distorted. principles is the cultur-

ally sanctioned convictier: that thinness is absolutely
essential (11, 14, 15). Revolving around this belief is
a constelation of interr:lated assumptions and “de-
ductions,” all of whick Jead to the avoidance of

proper nutrition and the self-reinforcement of weight
loss (11). Here are some of the principles that
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underlie anorexia nervosa:

1. One should -strive for perfection; asceticism is
superior to mduigence

2. Slenderness and losing welght are good because

they are the epitome of asceticism. Weight gain

is indulgent and therefore disgusting. It means
becoming fat.

3. Welght ami shape are the sole or most importarnt

criteria for determining persenal werth.

4. Complete self-cont:rol is necessary for me. to be
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tam* in inaklng decisions about right and
wrievs, in social interactions, and in behavier.

6. A - ature body involves weight gain and some
los- of -control; therefore I cannot cope with an
ac: ‘t shape.

: Assumptmns hke these are dysfunc-
tlonal in terms of their simplicity, concreteness,
rigidity, and dichetomous nature, but they are not

inconprehensible. In_light of the sociocultura! and

familial factors discussed thus-far; it is-easy to see
how an adolescent girl (or- boy) might comeé to
worship thinness as a_tangible god.

,,,,, These deep-seated and often uncon-

scious pnnc1ples are. translated into anorexic
thoughts, motives; and behaviers by a set of logical

errors.  As neted previously, ‘logical errors’” is a

relative. plirase here. From our perspective much of

the anorexic’s thinking is illogical. For the anorexic;
however, the thoughts (“I am lesing Pontrol”) and

feelmgs (panic) . produced by. these “‘errors”. are

immediate and.convincing, given the distorted as-
sumptions at their base. This logic of _immediacy
makes the subsequent behavior (no more dinners)

seem not only very sensible, but essential:
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Precipitant:
Precipitants
Puberty
_ British psychiatrist A. H. Crisp, au-
thor of the well-known- book; - Anorexia Nervosa: Let

Me Be (8), maintains that puberty and its develop-

mental challenges are the major factors in the con-
version of predispositions (vulnerabilities) into an-

orexia nervosa. 7 . - S
.., .. Crisp's-emphasis on puberty is relat-
ed ¢ I theory that the ancrexic is intensely afraid

of bickizical and psychological maturity, both of
which are directly connected to pubertal weight gain.
According to Crisp; this anxiety motivates a defen-

sive regression to physical and psychosocial immatu-
rity to the extent that continuing ‘weight loss is
experienced as the sole insurance against engulfment
by the realities of adolescence. The outcor-= of this
fliglit to save the self is tF~ loss of self in hunger and
anorexia nervosa. -

.- According to Cri>p, the rejection. of
maturity and the slide into 2~ rexia nervosa begin

with dieting in the form of ~ar sohydrate avoidance.
The conscious metivation for reducing is generally
very similar to that for other adolescent dieters—the

wish to be more at‘ractive, identification with a

parent who is dieting, the fact th.. riends are
dieting. In the anorexic-to-be, however, dieting be-
ccmes the vehicle for- coping with e personal,

sociel, and sexual significanice of the body fat that
appears in increasing amounts during the rormal

processes of physical maturation in females. Most

people equate puberty in giris - with menstruation.
Actually, menstruation- occurs iate in puberty be-

Cduse it is the culniinatior of a growth spurt charac-
terized by a preds “~“!'- - -eace of events: breast
developiaent, the of pubie hair, enlarge-
ment of {he hips. -eposition of fat cn the
buttocks, thighs in * & ~en, and upper arms.

A number of factors may combine

with prejudice against obesity to render the ar.orexic-
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THE CAUSES OF ANOREXIA NERVOSA

to-be hypersensmve to. the nermal fattenmg of the

feminine body in adolescence: As noted previously,

childhood obesity or weight ccntrol problems can
establish a personal association between fat and
shame. In addrtton girls_who begin. their pubertal

growth spurt at a younger age than peers are often

the focus of negative attention- from family and
female friends; and- they tend te have a more nega-
tive body image and lower self-esteem than gir's who

do not develop early (30). In this regard there is
some ewdence suggesting that on the average ano-
rexics are “‘eariy maturers” (8)

Somal reactlens te the bedlly trans

anxxety that may mltiate anorexia nervosa (8, 30).
There arz also personal sources pertaining to loss of

control and te sexuality.: Based on ignorance of the

body’s function and..on negative childhood experi-

ences related to sexuality (for example, being the
victim of child sexual abuse), the pubertal girl m:y
experience the growth and fattening of her body as

an unexpected; uncontrollable, and therefore fright-

ening imposition. This sense of helplessness may be
compounded by a burgeoning realization of the sexu-

dysfunctional family system that shares and thus

reinforces the glrl S anx1ety and confusmn

Cnsp emp}iasmes that the anorexic
has a phoblc fear of body fat, not of eatlng or- food

represents ‘and unceasmg safeguards agamst it COn-

stitute the only way she knows to manage a myriad
of interlocking forces—sociocultiiral pressures for
slenderness and preoccupation with body shape,

g iy il

profound disturbances within the family, lack of self-

esteem, and helplessness in the face of internal
changes and external demands related to the passage
into adult femininity. In effect, the anorexic condens-

es the challenges_of identity formatlon in adolescence

into the following equatlon To control fermmmty is
to control her body is to reduce fat is to reduce
eating: In this regard Crisp’s theory echoes Bruch’s:
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Precipitants

“The key seems to be the sense of control-and
confidence that comes with restrained eating (8, p.

65; italics in the original). o

= - - The attempt to maintain a weight
well below that which supports biological and psy-
chological femininity (or masculinity) produces the
savage paradox that underlies a.l eating disorders:
restrictive dieting ultimately results in a loss of
control over eating. As discussed in Chapter -2,
dieting produces an ever-present hunger and a realis-

tic dunger of eating voraciously following relaxation
of control. Some anorexics try to solve this dilemma
by bingeing and then purging; bt the result is often
tragic=-the fear of food is strengthened, the associa-
tion of purging and eating is strengthened, and the
body and mind are weakened. Terrified of food and
think about . it; forage for it, dream of it, read about

it; prepare it for others, do everything but eat it or
retain it (17, 19).
Other Precipitating Events

. The range of ages at which anorexia

nervosa begins (see Chapter 6) makes it clear that its
onset does not always coincide with a specific devel-

opmental crisis such as puberty. Anorexia nervosa is
also triggered by external challenges that, like puber-

ty, may overwhelm the adaptive resources of teen-
agers who are unprepared for autonomy, abstract

thinking, sexuality; and other developmental tasks of
adolescence 5, 12, 4.
- _Although researchers and confused

family members are often unable to detect specific

precipitants, three general conclusions about them

are warranted (12). First, the triggers for anorexia
nervosa are varied. Second, the events that unleash

this eating disorder are qualitatively similar to those
that initiate differcnt psychological disorders for
some- people and -only temporary distress for others.
Third, and most important, no matter how tragic or
innocuous the precipitating life events appear to
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THE CAUSES OF ANOREXIA NERVOSA

others, the circumstances are significant to the ano-
rexic-to-be because; in -various -combinations, they
threaten her self-contrel and self-worth, the,g aver-

enhance the perceptlon that welght loss is a solutlon
to all her serious problems (12} 7777777777
precrpltants of anorexia nervosa into three categories
(after Garfinkel and Garner [11, 12]; [14)).

Separations and Losses

This category enéoﬁif)asses actual
physrcal separations as-well as significant reductions
in the stability of the family or school environment.
Thus, anorexia nervosa has been precipitated by the

death of a parent or slblzng, dlvorce parental mﬁdel-

off to codege

New Demands and Expectations

Other circumstances can also p precrpl-
tate anorexia nervosa. by making the vulnerable
individual feel incompetent. and lost in the face of an

amblguous These s1tuatlons 1nclude a first hetero-
sexual relationship, getting mediocre grades on the
initial round of high school or college exams, trying
to qualify for an athletic team or dance program, ora

PR -——-

notable accomphshment by a s1b11ng Some abnor-

need not be actually expenenced Uncertamtles

ing as a means of self- fortification.
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Perpetiators

Weight Loss as a Solution to Problems
A o evense o, AROTEXia nervosa may be precipitat-
ed by events that merge with sociocultural factors in

suggesting that the person should pay inore attention
to her body and start losing weight (5, 11). Some

anorexics begin their relentless dieting in response to

criticism and teasing (either friendly or malicious)
received after a mild weight gain. In some cases

parents, teachers, or coaches directly encourage ado-

lescents to reduce so that they may qualify for, and
comp.te more successfully in; certain extracurricular

activities (such as sports or dance) or employment
(9)._ A few girls become anorexic after a physical

illness in which there is actual loss of appetite (true
anorexia) and weight. The pleasure they experierice
and the compliments they receive -are enous vh to
forge their lack of self-esteem and-the ‘seciocultural

equation of slenderness and desirability into a resolu-
tion to get skinnier:

Perpetuators
Starvation

... .. The effects of starvation, as- de-
scribed in Chapter 2, play a very significant role .in
the entrenchment of anerexia nervosa {11, 17). The
anorexic must control her hunger as part of her
efforts to reduce, but this enterprise is deomed by
the biology of self-preservation. Starvation produces

chronic - hunger; an obsession with food, emotional

instability, and Self-absorption, all of which intensify

the anorexic’s defenses against eating and alienate
her from other people. Struggling to control hunger,

the anorexic -creates an exaggerated and perpetual
need for food. - :

Most anorexics feel the urge to

binge-eat, and some do. when restraints fail or are
loosened- by well-intentioned but ineffec

: I-intentioned fective treat-
ment. -Binge-eating consolidates anorexic - attitudes

and behaviors by verifying the anorexic’s “distorted”’
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THE CAUSES OF ANOREXIA NERVOSA

fear that-going off her dxet means a complete loss of
control. Moreover, relative -to the proportion of fat

versus muscle lost during dieting; the weight gained

during refeeding consists of more fat tlian muscle,
and this fat tends to be deposited in ‘‘sensitive”’
regions such as the stomach and buttocks. - - -

: Starvation also increases irritability

and depression, an effect that is often unintentionally
magnified by the use of caffeine-containing diet aids
such as over-the-counter appetite suppressants, cof-

fee tea, and low-calorie colas. Frequently accompa-

nying this emotional deterioration are a variety. of
physical aberrations, including stomach upset, dizzi-
ness, headaches, intolerance of cold temperature,

and abnormal sensory experiences. Together, emo-

tional instability and physical Weakness undermine
self-control, chip away at the anorexic’s shaky self-
esteem, and further widen the rift between self and
others.

Gastrointestinal Changes

Anorexlcs frequently eomplam of

feehng bloeied stuffed, or distended even after a

small meal (11; 12). As they are highly sensitive to

“ eeling fat” in any manner, these experiences dis-

courage their return to normal eating. ‘“‘Bloating’’ is

due in part to the fundamental disturbances in
interoception;. ‘but it probably -also reflects an in-
crease in the time reqmred for the stemach to empty

its contents into the intestines, as well as the chroenic

constipation- expenenced by many anorexics. Iron-
ically, constipation is a particular problem for those
who abuse laxatives in the fallacious belief that they

promote weight loss.

r-——eze——

; Whether or not they bmg anorexics
may use self-mduceﬂ vomiting as a welght-control

device. Self-induced vomiting is psychologically dan-

gerous because it is so reinforcing that the potential
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for dependency is high (19). Vomiting provides relief

from anxiety, anger, and guilt; it produces a sense of
ascetic emptiness and purity; and it constitutes a
deceptively simple and initially effective solution to

the challenge -of losing weight while controlling
hunger (7, 19, 23). Since failure to vomit after eating

may be experienced as a frightening loss of control

over the body, vomiting is negatively reinforced by
an immediate reduction in the fear of weight gain. In
other words, anorexia nervosa may be sustained by

the benefits of vomiting and the eost of not doing so.

Hypothalamic Dysfunction

. The hypothalamus is a relatively tiny

but extremely influential collection of neural cells

located near the pituitary gland at the base of the

forebrain.- This ‘“‘structure” has attracted the atten-
tion of physicians and psychologists -interested  in
anorexia nervosa because damage te the hypothala-

mus may disrupt the normal homeostatic mecha-
nisms that centrol both hunger and menstruation (3).
-~ No one has been able to demonstrate
that anorexia nervosa in humans is the result of

damage to the hypothalamus. There is substantial
e; however, that this important brain
area is functioning abnormally in anorexics. It is very
difficult to separate caiise and effect_here, but. the
evidence seems to favor the theory that hypothalam-
ic _dysfunction is probably a result of weight loss,
caloric restriction, chronically high levels of emotion-
al distress, and self-induced vomiting (11, 18, 33).

indirect evidence, howe

Disturbances in Body Perceptior
and Cognition
- Disturbances in body perception and

irrational beliefs about eating are perpetuators of

anorexia nervosa, as well as risk factors. A person
who is very much afraid of weight gain, and who
sees or feels herself as fat will be highly motivated to

continue starving herself, no matter what the scale
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THE CAUSES OF ANOREXIA NERVOSA

or the doctor or some chart of “normal” weights

says. The compliments and other positive experi-

ences produced by the initial phase of dieting verify
the anerexic’s dichotomous -reasoning that good =
success = thinness = weight less = dieting- = not

eating versus bad = failure = “fat” = weight gain

= not dieting = normal eating or bingeing (19): This
personal validation of culturally based beliefs signifi-
cantly increases the probability of making the logical
errors (such as overgeneralization) that isolate the
anorexic. from the corrective input of others and
substantiate the need to pursue thinness and avoid
weight gain at all costs (11):

Secondary Gain
__In psychiatry -“secondary gain”_re:

fers to the benefits of a psychiatric illness beyond its

ability to protect the individual against the experi-

ence and expression of intolerable conflict (the pri-
mary gain). The secondary gains in anorexia nervosa
are the attention received, the sense of contrel over

the family or therapist, and the drama created by a
much publicized disorder with life-or-death conse-
quences (11):

Precipitants Created by
Anorexia Nervosa
, In its initial stages the effects of
anorexia nervosa are usually quite positive for the
individual (15).-As discussed in Chapter 2, however,
over time the disorder wreaks havoc in the physical,
social, and psychological realms (23). Self-starvation
weakens the energy reserves of a person who needs
all her strength te combat her own biology. Self-

starvation also generates_considerable conflict within

a family that is often particularly ill-suited for the
effective - detection, identification, and solution of
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A Multidimensional Model

trouble at home usually turn to others for support,

but the anorexic’s hostile refusal to eat despite
obvious negative consequences leads to rejection by

friends, teachers, and even physicians and psycholo-
gists. Besides, the anorexic sees these people as

threats because she correctly perceives that they are
indeed- conspiring to get her to eat. Thius, _the

anorexic is left alone with her overriding need fo be

in control, and she becomes increasingly inefficient,
miserable, alienated, and disturbing. = )

- . .. These negative effecte do not con-
vince the anorexic that she should abandon her

excessive dieting. Instead, they strengthen the need
to diet by increasing the probability of _precipitators
(such as separation, threats to self-esteem) and. by
decreasing the ability of the anorexic to draw upon
other resources for coping.

A Multidimensional Model

- - - Figure 8-1 illustrates the interplay of
predisposing, precipitating; and perpetuating factors
in the development and maintenance of anorexia
nervosa. Together these forces constitute a web that
imprisons the anorexic in a tangle of sticky paradox-

es (23). Fiercely determined to ‘be a unique person,
she dissolves into an impersonal disorder with pre-
dictable  features. Desiring popularity and accep-
tance, she ends up alienated from all but the most

understanding people. Seeking dom omination over hun-

ger, she becomes a slave to it. Hoping to control her
body and her life, she winds up in a. hospital with

tubes in her arm and a schedule of activities enfirely

determinad by others. Dissatisfied with traditional
femininity, she comes to -embody (literally) its most

exaggerated characteristics: passivity, _helplessness,
liyperemotionality, and powerlessness. Trying to
break free, the anorexic wields the only weapon she

can understand—her control over her body- weight
and shape—and thus the web is renewed with each

attempt to sever it.
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SOCIOCULTURAL BIOGENETIC FAM!LLAL
-.FACTORS FACTORS _ FACTORS
Glorification of Family - histery of Demographics:. -
. thinness = disordered eating Higher social class
habits (parents) _Older parents_
and: anorexia (in Parents magnify - -
siblinzs) - cultural emphasis
Parental - history on thinness,
of depression-and perfectionism,
alcoltolism (partic- and-external
ularly fathers). - _appearances
Pregnancy and birth Faulty parenting/
Sex-role ambiguity complications distorted parent-
for women child interactions
[ Dysfunctional family
system _

Ce INDI‘ ) IDUAI: PREDISPG%ITIONS

Problems with autonomy; +eparation; and identity:
female gender, maturation fears, early puberty,
inability- to cope with stress or failure _

.. Personality traits: shy, socially anxious, = -
pertecnpmsn high-need for approval of ot.hers,
- conscientious; obsessive; uenial of inner needs
Wexght problems. as c*ild or adolescent

Perceptual disturban’ es and deficits in logrc*ai

. thinking ]
77777 S it _EFFECTS OF
PRECIPITATORS DECISION TO DIET - WEIGHT LOSS
Puberty : Dissatisfaction with Sense of control-
Conflict, separatlon. body, self, and life _over self/others
:,and,,l,os,s, Threat of Reinforcement from
Threats to family helplessness _ others and/or self
_ stability _and failure Fear of weight
Threats to self - Perfectionist need ———gain -
esteem and for control Intensified
‘capacity to: cope - -and_success dieting -
Personal illness Familial and - -- 1
1 cultural émphms
cn slimness and
external appearances
Mistrust of others
- ANOREXIA
PERPETUATORS NERVOSA
Starvation Drive for thinness

lems Obsessive dieting - -
Hypothalmc dysfunction —-——Phobxc fear of wexght
Vomiting -
Perceptual disturbances
‘and constricted thinking
Secondary -gains- -
Problems with family;
friends, other
obligations

n
“Gastrointestinal problems

- gain
Distorted_body image
ngmﬁcajt weight loss

Figii;i'é 8-1 A Multldxmensmnal Model of
Anorexia Nervosa

&mreﬁ Garﬁnkel and Gamer (11). Giitier and Garfinkel (16); Johnson and

Maddi (19), Slade; cited in Vandereycken and Meermann (32).
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Conclusions and Implications

Conclusions
and Implications

A Multidimensional Perspective

, ... _Conclusion. Although anorexia ner-
vosa is often referred to as a psychiatric “illness,"”’ -it
is not caused by demonstrable damage or disease in
the brain. Moreover, there is no single “cause” of

anorexia nervosa that is necessary or sufficient for
this eating disorder to develop. This frustrating fact,

in combination with the variability of symptom inten-

sity and configuration, necessitates the.adoption of a
multidimensional perspective. According to this mod-
el, anorexia nervosa is the outcome of an interaction

distinct types of infliences: predisposi-

among three .

tions, precipitants, and perpetuators. The predisposi-

tions make the person vulnerable to this _eating
disorder; the precipitants trigger the onset of anorex-
ia nervosa, and the perpetuators -interact with the
predisposition and the characteristics of the disorder
to sustain the problem:

. Implications. On. the positive side,

multidimensionality means that there are many inter-
esting topics that can be_profitably discussed within
a variety of different classes or lessons (see Table

8-1). On the negative side, the necessity of a multidi-
mensional perspective makes it very difficult to
answer the students’ concrete and legitimate ques-
tion: “But what-causes anorexia nervosa?”’ If teachers
select one of the risk factors; perceptive _students
will quickly verify the model by noting instances in
which the risk factors are. present and the disorder is
absent, or situations in which the risk factors are
absent and the disorder is present. Even if students

uncritically accept a statement about personality or
family dynamics, there is the danger that the muitidi-
mensional perspective will be translated-into a-one-
dimensional and misleading conclusion about who is
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Table 8-1. Discussion Topics Pertaining

~ to Eating Disorders

Top:cs - Courses
PREDISPOSITIONS -

Sociocultural Factors History, English ] therature

Speech & Communications, Home
Ecoriomics, Health & Science,

Psychology
Biogenetic Factors Biology; Health & Science;
o Psychology
Farilial Factors Hlstory, Health & Smence
Home Economics, Psychology
tndmduai F actors:
" Psychological preparatxon for
- -adolescence - ---- --
Personzhtyandtheneedfor A L
approval Health & Science, Psychology
Weight problems as a-child -
Self-perception; stress; coping;
and problem solving
7 PRECIPITANTS A‘NB Pl:RPETUATORS
Puberty onlOgy. Sex Eduication,
Health & Science; Psychology;
o Home Economics, History
Conflicts, stress, and Health & Science, Psychology,
___problem solving - English Literature,
The self, self-control, Drama; Art
and self-esteem o o
D:etmgl hunggr. and gxologi,i-leélth éz §cience,
natura] weight Home Economics;,
regulation Psychology
- PERPETUATORS
Starvation
Biological disturbances BlOlOEY,- J:@iiﬂi,& Sczence,
Distorted perceptions & Home Economics;
_thoughts - Psychology
Interpersonal problems

Nol& It is assumed ghat the maJor slgns and symptoms will be a -part of the
presentation; regardless of the class in which anorexia nervosa is-discussed.
Consxderauon of dﬁgnosﬁé m (such as znorem _mervosa versus a maJor

bxology L .

“See Append:x II for a hst of ﬁcﬁonai znd nonfcuonai books on anorexia
gervosa that might be appropriate for high school English coiirses. -

The relationship between eating disorders and social -class;  the changmg
nature of roles within the family, and changes .in cbﬁceptsoimscuhmty and

femininity méke anorexia nervosa an interesting l:opxc for hxstory or soaal
studies: ,
“Dramia and art are excellent ways c exploring the mte?plzy among self

concept; relationships, problem solving, and self-acceptance.

, 2
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Conclusions and Implications

~ I have found no simple solutien to the
challenge of providing students with correct informa-

tion about the multidimensional basis of anorexia
nervosa or- bulimia (see Levine [23]). All I can

honestly say is that teachers should “remain skepti-
cal about facile formulas that purport to explain

anorexia” (34, p- 44). They should be prepared to
explain the concepts of predispositions (vulnerabili-

ty), precipitants (stressors), and coping, and te illus-
trate them with an experience that most students can

relate to, such as test anxiety. Finally, in reply. to
some variation of “Who’s fault is it?”’ I suggest the
following: ‘“Each case of anorexia nervesa is differ-
ent _and each is the result of a number of forces
within the person, the family and our culture. What’s
really important is that the person, the family, and
friends work together to get help for the eating
diiordjér and to increase their ability to care for each
other.”

Predispositions and Precipitarits

__ Conclusion. The multidimensional

model states that predispositions interact with preci-
pitants to shape the selection of dieting as a selution
to the problem of life as a teenager or young adult:

In general, the predispositions are sociocultural, fa-
milial, and individual factors that increase the risk

that the vulnerable individual (a) will have difficulty

meeting the myriad challenges of adolescence and (b)

will cheose the fanatical management.of weight and
shape as a means of coping with threats to- sclf-
esteem, security, and/or autonomy. The precipitants
are those normal -or unusual circumstances that
unleash the relentless pursuit of thinness by (a)

significantly threatening the adaptive resources of
the vulnerable individual and - (b) suggesting that
weight loss is a means of avoiding one’s nightmares
or realizing one’s dreams.

. . Implications. Themes of vulnerability,
stressors,; and coping are difficult for teachers and

students alike. The complexities of considering sex
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roles, body image, and dieting have already been
noted (see Chapters 6 and 7). In addition, the private
and public self-consciousness of adolescents makes it

difficult for them to discuss emotionally laden topics

such as famlly mtex amons _ personal madequaaes

structlve or destruetxve Despite these obstacles, I

strongly encourage teachers who are committed to a

full examination of eating disorders to tackle these
issues in a forthright but sensitive manner. Chapter
10 contains a number of specific suggestions for. this

,,,,,,

enterprise: In addition, available curriculum guides

for adolescent suicide, substance abuse, and domes-
tic violence contain a number of helpful suggestions
for teaching academic subjects that have a visceral

component (see, for example, Levy [25])).

The Fam11y
Concfuswn Al*hough iﬁéﬁi theories

abcut the causes of anorexia nervosa clearly impli-
cate the famlly, the available data from well-designed

investigations simply do not permit a conclusive

statement about the recle of the family as a risk factor
(34).

1,nplwatzzms Teachers must be very
cautious - in explaining -he -theories described in
this chapter and in .applying them to individual cases

that might come to their attention. For example,
Bruch and others have characterized the mothers of

anorexic glrls as . over-controlhng, intrusive, and

domineering” (10, p. 15). Both research and chmcal

experience make 1t clear tha. thesce characteristics
will not be present in all cases; or perhaps even in a
majority of them (34). Even if they do seem to

describe the parent of a. particular student, the

sensitive teacher should resist the urge to ‘interpret
this correlation as meaning that this parenting style
caused the anorexia nervosa: Serious consideration

must be given to the possibility that overconcern ana

intrusiveness are normal reactions when one’s child
is starving herself to death befere ene’s eyes.

'\_,)\
I E
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Conclusions and Implications

o - No matter how disturbed the family
system, it is important to acknowledge that the
support and participation of the family are crucial in
the treatment and prevention of anorexia nervosa
(24, 31). If possible, teachers should avoid blaming
the family in their classroom - presentations; their

conversations with students; and their meetings with
parents. This is easier to do by keeping in mind (a)

that most parents of anorexics already feel guilty
enough; (b) the distinct possibility that some of the

features of enmeshed families may be reactions to. the
distress caused by a severely disturbed child; -and (c)

the emphasis of family systems theory on the role
played by all family members; including the anorexic
(18, 31, 34):

Keeping the Multidimensional
Perspective in Perspective

. Conclusion. The sheer size and com-
plexity of the multidimensional model of anorexia
nervosa make it potentially overwhelming and there-

fore potentially useless for educators. Teachers need
to be clear about its implications for their classroom
and advising activities if this model is to be an

effective part of the effort to prevent eating
disorders. - 7 -
Implications. Three things are neces-

sary in order to keep the multidimensional perspec-
tive in perspective. First, teachers must realize that
anorexia nervosa (as well as bulimia) is a puzzle for

which we have many pieces, but no template for
determining the pattern. Thus, the risk factors are
important aspects of the picture, even though we do
not as yet know how they fit together. Second, the
variety of factors that contribute to anorexia nervosa

on prevention. Teachers cannot be saviors, but their

knowledge and their attitudes can certainly help

overcome many of the predispositions, such as lack
of self-acceptance; ignorance about the body; preju-
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dice, pemlcmus values, and deficient coping skills.
Thlrd since treatment is based on:the understanding

and. unravelmg of complex, multidimensional influ-

ences, it is _clear that counseling anorexics is the

province of well-trained experts. Teachers can serve
as_important sources of preventive education-and
referral; but no matter how well they understand the

multldlmensmnal perspective, they should never en-
gage in ongoing counseling with these students.

Referenees

1. Beck A T and Emery, G. Anxtety Disorders and Phobuzs
A Cogmtzve Perspective. New York: Basic Books, 1985.

2. Bemis, K. M. “Current Approaches to the Etiology and

Treatment of Anorexia Nervosa.” Psychological Bulletin 85
(1978): 593-617.

3. Bennett; T. L, Brain and Behavzor Monterey, Calif :
Brooks/Cole, 1977.

4. Bruch, H. Eatmg Disorders: Obeszty _Anorexia Nervosa, and

the Person Within. New York: Basic Books, 1973.

. The Golden Cage The. E?ugma of Anorexia Nervosa
Cambndge ‘Harvard University Press, 1978.

6. __. “Four Decades of Eating Disorders.” In Handbook

SJ’I |

of £sychotliempy Jor Anorexia Nervosa and Bulimia, edited
by D. M. Garner-and P. E. Garfinkel, pp. 7-18: New York:
Guilford Press, 1985.

7. Cauwels, J. M. Bulimia: The Binge-Purge Compulsion. New
York: Boubieday, 1983.

8. Cnsp, A. H. Anorexia Nervosa: Let Me Be Orlando, Fla
Grune and Stratton, 1980.

9. Dwyer, J. “Nutritional Aspects of Anorexla Nervosa and
Bulimia.”” In Theory and Treatment of Anorexia Nervosa
and Bulimia: Biomedical, Sociocultural, and Psychological
Perspectives, edited by- S.W. Emmett; pp. 20-50. New
York: Brunner/Mazel, 1985.

10. Eckert; E. D. “Gharactenstlcs of Anorexia Nervqsa ” In
Anorexta Nervosa and_Bulimia: Diagnosis and Treatment,
edited by J. E.-Mitchell; pp. 3-28. Minneapolis: University
of Minnesota Press, 1985.

11. Garfinkel, P: E., and Garner, D. M. Anorexia Nervosa: A
Multtdzmenswnal Perspective. New York: Brunner/Mazel,
1982.

208 20 7



12.

14.
15.
16.

17:

18.

19:

21.
2?;

23:

24.

References

Garfinkel, P. E., and Gamer, D: M. “The Multidetermingd

Nature of Anorexia Nervosa.” In Anorexia Nervosa: Recent
Developments in Research, _edited by P. L. Darby and
others, pp. 3-14. New York: A. R. Liss, 1983. 7
Garfinkel, P: E.; and others. ‘‘A Comparison of Character-
istics in the Families of Patients with Anorexia Nervosa
and g{ormal Controls.” Psychological Medicine 13 (1983):
821-28: o o S
Garner; D. M:; and Bemis, K. M. “A Cognitive-Behavioral
Approach._to Anorexia Nervosa.” Cognitive Therapy and
Research 6 (1982): 123-50.

Garner, D. M.; and Bemis, K. M. “Cognitive Therapy for
Anorexia Nervosa.” In Handbook of Psychotherapy for
Anorexia Nervosa and Bulimia, edited by D. M. Garner and
P. E. Garfinkel, pp. 107-46. New York: Guilford Press.
1985. o , .
Garner, D. M., and Garfinkel, P. E. “Sociocultural Factors

in the Development of Anorexia Nervosa.” Psychological
Medicine 10 (1980): 647-56.
Garner, D. M., and others. “Psychoeducational Principles

in the Treatment of Bulimia and Anorexia Nervosa.” In
Handbook of Psychotherapy for Anoresia Nervosa and Bulim-

ia, edited by D. M. Garner-and P. E. Garfinkel, pp.
513-72. New York: Guilford Press, 1985.
Hsu, L. K. G. “The Aetiology of Anorexia. Nervosa”

(editorial). Psychological Medicine 13 (1983): 231-37.

Johnson, C., and Maddi, K. L. “The Etiology of Bulimia:
Bio-Psycho-Social Perspectives.” Annals of Adolescent Psy-
chiatry 13 (1986): 253-73.

. Josephson, A. M. ‘“‘Psychodynamics of Anorexia Nervosa

and Bulimia.” In Anorexia Nervosa and Bulimia: Diggnosis
63d _Treatment, edited by J. E. Mitchell, pp. 78-101.
Minneapolis: University of Minnesota Press, 1985.

Levenkron, S. The Best Little Girl in the World. Chicago:

Contemporary Books, }978.7 B -

. Treating and Overcoming Anorexia Nervosa. New
York: Charles Scribret’s Sons; 1982.

Levine, M. P. The Psychology of Eating Disorders: A Lesson

Plan for Grades 7-12. Edited by A. B. Enright, N- Kayne,

and C. Tootell. Columbus, Ohio: National Anorexic Aid

Society (NAAS); 1983: Available from NAAS, 5796 Kal
Road, Columbus, OH 43229 (614-436-1112).

____. “The Role of Culture in the Cause of Eating
Disorders.” Kenyon College Alumni Magazine 9 (Winter

1985): 8-13: Available from Michael Levine, Psychology

208 209



26.

27.

28.

29.

34.

. Tootell, C.. “Working with Family Members in Support

THE CAUSES OF ANOREXIA NERVOSA

(614-427-2244). o R
Levy, B. Skills for J{Eom'freeﬁaammpx Curriculum
for Young People Ages 13-18. Santa Monica, Calif.: South-
ern California Coalition on Battered Women, 1984. Avail-
abléfromDUbllghér,, P.0. Box 5036, Santa Monica, CA
90405 (213-392-9874). - , S
Orbach, S: “Visibility/Invisibility:- Social Considerations in
Anorexia Nervosa—A Feminist Perspective.” In Theor)
and Treatment of Anorexia Nervosa and Bulimia: Biomedi-
cal, Sociocultural, and Psychological Perspectives, edited by

SQBW Emmett, pp. 127-38. New York: Brunner/Mazel,
1985.

Rosenhan, D. L,andSehgmarg,iNfI E P Abnormal
Psychology. New York: W. W Norton, 1984, =
Sarason; I. G., and Sarason, B. R. Abnormal Psychology:
The Problem of Maladaptive Behavior. 4th ed. Englewood
Cliffs, N.J.: Prentice-Hall, 1984.
Sargert, J.; Liebman, R:; and Silver, M. “Family Therapy
for Anorexia Nervosa.” In Handbook of -Psychothrapy for
Anorexia Nervosa and Bulimia; edited by D. M. Garner and

P. E. Garfinkel, pp. 257-79. New York: Guilford Press;
1985.

. Streigel-Moore; R: H:; Silberstein; L. R.; and Rodin, J.

“Toward an Understanding of Risk Factors for Bulimia.”
AmericanPsychologist 41 (1986). 246-63.

Groups. and_in_Therapy:”” Workshop -presented at Fourth

National Conference on Eating Disorders of National Ano-
rexic Aid Society, Columbus, Ohio, October 8, 1985.

. Vandereycken, W. and Meermann, R. Anorexia Nervosa: A

Clinician’s Guide to Treatment. New York: Walter de
Gruyter, 1984.

. Wooley; S. C., and Wooley, O. W. ?fip’t,en;sivéfbiyiﬁéiﬁéﬁii

and Residential Treatment for Bulimia.” In Handbook of
Psychotherapy for Anorexia Nervosa and Bulimia, edited by
D. M. Gamner and P. E. Garfinkel, pp. 391-430. New
York: Guilford Press, 1985. S
Yager, J. “‘Family Issues in the Pathogenesis of Anorexia
Nervosa.”” Psychosomatic Medicine 44 (1982): 43-60.



The Causes of
Bulimia: A
Multidimensional
Perspective

 Dhterraing the origins of bulimia
1s no easier than specifying the ‘‘causes’ of anorexia

nervosa.. Combined with the variability of basic

symptoms from case to case, the fact that there are
bulimic anorexics; -bulimics who Were once anorexic,

normal-weight bulimics, and _overweight bulimics
means that the “causes” of bulimia will be multiple,
complex, and often controversial (7, 17). Like an-

through a multidimensional risk factor model -that

emphasizes the transactions between predispositions,
precipitants, and perpetuators (16, 17).

: .. Despite_the heterogeneity of symp-
toms and causes, this chapter conceives of ‘‘bulimia’’
as a unitary disorder (12, 16). Recent research has

demonstrated many parallels- between normal-weight
bulimia and bulimic anorexia, suggesting that the
latter is more closely related to the former than to

restricting anorexia nervosa (12; 16, 29).

Biogenetic Predispositions
Bulimia and Depression

Based on the following _evidence,

Pope and Hudson (26) maintain that bulimia is 2
variant of depression.
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THE CAUSES OF BULIMIA
Symptom Similarity

Many buhrmc patlents report some of
the foﬂewmg symptoms of major depression-in con-
junction with their eating disorder: depressed mood;

low tolerance for frustratxon ﬁlgﬁ levels of anmety,

stralg}it lack of energy, sleep dlsturbances and

smcrdal ideation (8, 17). In addltlon the nsk of

serous depressmn or -mania (the “major affective
disorders’’) in bulimic individuals may be as high as

75 percent, as compared with a figure of roughly 15

to 20 percent for the general populatlon (22 26)

tion between serious emotional diserder and buhrma,
but it .is clear that bulimia and affective disorder are

linked. Moreover, in at least a third of the cases,
depression or -mania precedes the onset of bulimia,

rather than fellows it as a reaction to uncontrollable

bingeing and purging (22, 26).
Famzly Histories

Surveys of flrst-degree relatlves

(mother father brother 51ster son, Elaugliter) reveal

prommately 30 percent while the risk of substance

abuse is approximately 13 percent. These figures are

very similar to the risk of affective disorder and
substance abuse in the first-degree relatives of man-

ic-depressive patients and bulimic anorexics (17).

Dexamiethasone Suppression Tési

- The dexametﬁasone suppressron test
is designed to -investigate the bniy’s response to the

midnight administration of syntietic cortisol (dexa-

methasone) (6). Natural cortisol is. a hormone re-
leased by the adrenal glands to help the body cope
with stress. Even-in the absence of specific stressors,

during the morning and early afternvon the brain
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amilial Predispositions

periodically directs the adrenal glands to secrete

cortisol as part of the body’s circadian rhythms. In

normal individuals midnight administration of dexa-
methasone activates a negative feedback mechanism
whereby the brain detects the increased level of

cortisol following ingestion and then suppresses its
release on the following day: A significant number of
severely depressed individuals show either no dexa-

methasone suppression or- an -early release from
suppression (6). Thus it is interesting to find that a

similar percentage of bulimic patients have the same
abnermal responses (17, 26).
Drug Therapy 7
~_Several well-designed studies have

shown that, although antidepressant medication does

not ‘“‘cure”’ bulimia in- most instances; it doss signifi-
cantly reduce both the frequency of bingeinz and

purging and the intensity of correlated depression in

a large percentage of bulimics (14, 17, 18, 26).
Conclusion o
. Collectively, these findings suggest a

strong relationship - between bulimia and affective
disorder. The complexity of bulimia makes it unlike-

ly that “bulimia is just an affective disorder,” but the
ongoing controversies over the linkage between bu-
limia and depression should not blind us to the fact

that -a -family or personal history of depression
definitely puts females at risk for bulimia
Familial Predispositions
Style of Family Interactions
I Investigations of the style and quality
of family interactions have shown that the families of
normal-weight bulimics-are very much like the fam-
ilies of bulimic anerexics (see Johnson and Maddi
[17] for a review). Relative tv the families of restrict-
ing anorexics and normal ‘controls, the families of
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bulimics tend to have high levels of stress and
conflict, poor problem-solving skills, a large amount

of contradictory communication about autonomy and

dependence, and low levels of interpersonal trust and
emotional support. In- addition; as predicted by the
sociocultural perspective (see: Chapter _7), there are

often-high expectations for individual achievement in

the absence of clear support for personal autonomy,
intellectual stimulation; and involvement in emotion-
ally sustaining activities such as recreation and the
arts.

: Thls research sugests that the ma;or
ceneomrtants of bulimia—low self-esteem, perfectlon-
ism, nonassertiveness, emotional instability, and im-

pulsrvity—are attributable in part to a chaotic and

disengaged family that makes it very difficult for a
constitutionally vulnerable child to recognize her own
needs and feelings and to control them in accordance

with high standards of behavior (5, 15, 17). Even

though the data on family interactions make sense in

light of symptem patterns; however; two observa-
tions_ highlight the extent of our ignorance and the

necessity of a multidimensional perspective. First,
the families -of -bulimics are very similar to the

“psychosomatic families” of children suffering from

asthma or repeated episodes of diabetic acidosis.
This raises the as-yet-unanswered question of why
bulimia and not some -other disorder -emerges  in
certain disorganized and unsupportive: families (15,
21). Second, usually only one person in a ‘‘bulimic
family”’ develops the disorder, and as yet we do not
understand how the negative forces -within such
families come to focus on that child instead of

another.
Family Characteristics

It is- 1mportant that educatlon staff
amd other nonspecialists realize that the “‘chaos’’ and
conflict described above may be found in the “good

homes’’ of- successful, -well-respected people. The
members of these families unwittingly promote con-
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fusion about identity, body image, and the meaning

of food by being emotionally overcontrolled, socially
isolated, hyperconscious of appearances, and overin-
volved with food preparation and eating habits - as

symbols of adequacy in female sex-role functioning
4, 27, 28).

Most of these families have acquaint-

ances; but no close friends or instititional sources of

emotional support. In-a significant nuniber of cases a
college-educated mother is wedded to the role of
housewife, although she derives little or no emiotional
sustenance from it. This sense of emptiness, studded
with frustration and guilt, may manifest itself in a

self-conscious abandonment of life outside the home
and a compensatory overinvolvement with daugh-

ter’s appearance and femininity. =~

. _As mother becomes increasingly di-
vorced from herelf; father is increasingly married to
his job. The children love him very much and value
his approval highly, but their affection may be tinged

with resentment because his positive comments are

usually contingent upon their performance and ap-
pearance; instead of being freely given for just being
themselves. The children also tend to idealize his
apparent strength and freedom, but find him to be
physically absent a great deal and emotionally aloof
when present. B ) o
Within_ this ‘‘very together family”

an emphasis on the importance of appearances in
getting ahead supersedes the ability of family mem-

bers to support each other. For daughters, getting

ahead may be defined in traditional terms (looking

good—thin—and acting properly in order to catch a

desirable husband) or in contemporary terms (getting
and catching a -desirable husband—see Chapter 7).

This_overvaluation of appearances has two- effects
that encourage the development of bulimia. First, the
children, particularly the girls; are taught that look-

ing good to others is much more important than self-
acceptance. Second, family members tend to monitor
and compete with each other in order not to “‘look
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bad.” This establishes a very unhealthy situation in
which family members are emotionally isolated but
psychologically enmeshed in each other’s lives: An

atmosphere of mlstrust confilsmn axid competltlon

good” is bemg J:hmner and more in_ control than
someone. else. Meeting this criterion results. in the

lonely elation -of competitive - victory; competitive
failure brings-the- isolation and dejection- of defeat.
For the individual whe is genetically vulnerable to

severe emotional instability and culturally oriented to

slenderness, such an atmosphere is bound to create
problems in the management of feelings and food.

A Ver;7 Cautlous Conclusmn

conclude that famﬂy conflict and - dlsorgamzatlon set
the _stage for the 1mpulsw1ty and ldentlty problems

should be constramed by three 1mportant points.

FlI‘St there 1s tremendous vanahlhty in the charac-

studied (26, 28) Second, almest all studies rely on
the perceptions -of bulmilc and comparison. subjects

as the principal means of characterizing family style:
Two behavioral studles have - corroborated _ the

need for aét:ual oBservatlon of famlhes mstead of

reliance on the patients’ opinions (17). Third, as is
the case for anorexia nervosa; our current knowledge
of familial characteristics associated with bulimia is

based entirely on studies of families who have been
coping with a severe eating dlsorder for some time.
Urtil investigators tackle the imposing problem. of
prospectively observing interactions in a large num-

ber of high-risk families (white upper-middle-class
famlhes ‘with daughters) it w111 _be 1mp0531ble to

these three quallflcatlons we must be cOnterit with
the strong possibility that there is a significant risk of
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bulimia if one grows up female in a middle- to upper-

class family characterized by lack of unconditional

support, emotional instability, interpersonal conflict,
overemphasis on appearances, and complex contra-

dictions about cennection and separation.

Individual Predispositions:
Johnson’s Affect
Regulation Theory

.~ - . - The personality traits of bulimic indi-
viduals vary greatly (7,-9, 17). Nonetheless, based on
the biological- and familial predispositions disciissed
in_the preceding sections, Craig Johnson and his

colleagues at Northwestern University’s Institute of
Psychiatry telieve that three interrelated. personality

characteristics place one at great risk for bulimia (16,

17). Johnson’s theory is too recent to be well estab.

lished; but it deserves considerable attention because

it integrates commnion clinical observations, many
research findings (see, for example, Gandour [9D;
and the expertise of a leading researcher and
clinician.

Emotiona: Instability
-~ . The first individual risk factor is
emotional instability: This is not the moodiness that
characterizes adolescents at certain periods in their
development, but rather a more profound deficit in
the regulation -of  emotiens: -Many bulimic patients
report long histories of swings in mood from elation

following success to despair following perceived fail-

ure. Their tolerance for frustration ‘and boredom is
generally low, and they frequently feel at the mercy
of the three “a’s™: anxiety, anger, and apathy.
Emotional instability also manifests itself as impul-
siveness in the form of promiscuity, substance abuse,
or poorly thought-out changes in friends, classes,

and lifestyle.
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Low Self-Esteem

A feelmg of bemg at ﬁome in one’s

body and in control of one’s emotions is fundamental
to a healthy self-image. Consequently, the chronic
emotional instabihty expenenced by -many bulimics

produces repeated episodes. of helplessness that

eventually crystallize -into -low- self-esteem. Lacking
self-acceptance, the individual becomes extremely
dependent on what others think and like (4, 27). This

external orientation sounds . pathological. but it is
reinforced by two prominent aspects of -the normal

socialization of American women: (1) the-extreme

importance of external appearances; and (2) depen-

dency on others, particularly men, for the definition
and valuation of self.

Disturbances in Interoceptive
Awareness

- The lack of mternal control and self-
determmed values is intensified by the third charac-

teristic of many bulimics, problems in interoceptive

awareness. As is true for anorexics, many bulimics
have trouble. dtfferentlatmgy 1dent1fy1ng, and express-
jug internal states such as hunger, fatigue, or anger
(see Chapters 2 and 8).

The Effects of Predisposing
Characteristics

Emotlonal mstabiht'y,, low self-es-

teem and deficits in interoceptive awareness are

interrelated characteristics that grow together as any
one is intensified by a loss of control. All three leave

the individual extremely dissatisfied with both-her
body and her mind, a feeling that is reinforced by
constant exposure to the many aspects of our culture
that portray wornen as hyperemotional sexual objects

with inferior or even negligible intellectual powers
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(3, 4),Onémlght thmktﬁat fﬁenﬂéﬁlﬁs or other

interpersonal relationships could assuage self-dissat-
isfaction. One of the piercing ironies of bulimia,
however, is that low self-esteem; emotional instabil-
ity, and an external orientation make the bulimic
hypersensitive to negative appraisal and imagined

rejection by others (3). It is also hard for women in
general to_reach out to. other women for support,

because ‘many of them have been socialized. to
believe that a thin and otherwise desirable body is a
major weapon in the competition to attract men 3,
32)' PO : oo . . _ z ol
- As noted previously, many bulimic

individuals have very high or completely unrealistic

standards for achievement in the realm of career and
those high expectations, because they lack the self-
control, the tolerance for frustration and ambiguity,
and the authentic familial support that the attain-
ment of excellence often requires (9, 17). Fajlure to

meet extreme goals—such as becoming a “super-

woman’’ (see Chapter 7—is virtually guaranteed; but

responsibility for it is likely to be incorporated into
an already negative self-image. Not surprisingly, the
anxiety and shame generated by repeated discrepan-

cies between ideals and actualities furth 1er undermine
both self-esteem and the capacity for healthy
relationships.

Precipitants

According to Johnson, the predispos-

stics lead many future bulimics to

iﬁfgfi::eh:aiéétéﬁ A . ™
experience their “normal” bodies as inadequate con-

tainers of uncontrollable emotions, thoughts, and
impulses (17). In_many cases this negative and
unstable body image is reinforced -by cultural mes-

sages which insist that women reject their normal
bodies (slim them, paint them; perfume them) and by
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an mﬂmdual hnstory of welgﬁt ﬂuctuatlons attnbut-
able to childhood obesity, dieting, overeating, puber-
ty, and, occasionally; anorexia nervosa (4; 16, 32).

any of the followmg expenences may 1nten31fy dls-
like of the body- to- an unbearable degree while
ﬂjreagagtng the individual’s sense of control over the

1mportant events in her llfe 4, 9):

1. A growth spurt or life ehaﬂge (gemg off to

college) that produces rapid weight gain

2. Bemg teased about weight 7

3. A desire to jom a program (dance or gymnastlcs
or drill team) in which coaches and participants
are often obsessed with slenderness, fitness, and

, competltlon )
4: A traumatic less er separatlen -
5. The blossoming of heterosexual 1nterest and/or a

6. Conﬁlsxon about sexuahty and]or 1dent1ty

7. Sexual harassment; sexual victimization, and/or
physical abuse at home or at school

8. Observatlon of friends who are dieting “reli-
giously.”

,,,,, - Because the body is the locus of so
many ef her preblems, and because women in our
culture are strongly encouraged to develop their

identities around the body and its sexual signifi-
cance, the buhmlc-to-be makes it the focus of efforts

to “‘get it together.”” These days mastering the bedy
means being thin, as seen, for example, in the widely

held but nonsensmal belief  that for a woman to be
physically fit, she must be thin (13; and see Chapter
7). Thus, fer the bulimic-to-be, as for the anerexic,
weight 1oss comes to be a cdnérete and externally

defined indicator of self-regulation. Furthermore,
weight loss results in many compliments and greater
popularity, both of which are highly rewarding to

censitive people with low self-esteem.
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If self-mastery control of the body

dletmg, then dletmg -severe, obsessive, and

———— g — — — ===

prolonged restriction of food. mtake = total victory

over hunger and the body. For vulnerable individ-
uals—those who are emotionally unstable, lacking in
self-confidence, and out of teuch with their bodies—

restrictive dxetmg is often the beginning of buhmla

9, 17).*

, In fact tl‘ere 18 conSLderabIe evi-
dence that a tendeney to binge-eat is a normal
consequence of dietary restraint (13, 25). This evi-

dence is a fascinating and telling indictment of the
sociocultural pressures that deify thinness (see Chap-
ter 7). Before proceeding, contemplate these two

questions: Should people who are overweight eat less

than 2,000 calories per day? Should people whose
weight is within acceptable medical limits lose a few
more pounds te look and feel better? As implied in

Chapter 7, the answer to both these questions is

probably no.
The Dangers of “N ormal” Dletmg

David Garner Janet Pohvy, and C
Peter Herman all of the Umvermty of Toronto, are

among the- foremiost proponents of the belief that

restriciive dieting is a major risk factor in the devel-
opment of bulimia (11, 13, 24, 25; and see also
Bennett and Gurin [2]). Thelr theer mtegrates re-

search on starvation (see Chapter 2) thh a physio-

logical concept called “‘weight set point.” An individ-

ual’s set point is the range of either total body
weight or percent of body fat that is nermal for th~t
person according to the dictates. of genetlcs ea.

feeding practices, and the body’s need to maintain an
internal equilibrium. The brain defends this “‘physio-

logically programmed weight level” (13; p: 532) in a

manner akin to the homeostatic regulation of body

temperature. Consequently, if weight falls signifi-
cantly below the predetermined range, the bram will

‘A stmall lggg §@1ﬁ&ﬂt pereentage of normal welgnt bulimics 1 were at

one time anorexic. This suggests that being anorexic is a significant
risk factor for future bulimia (9).
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ior to restore welght to the set point (13 25) Thxs
compensatory tendency is particularly strong in fe-

males, the gender at greatest risk for bulimia, be-
cause they must maintain a fat/body weight ratio of
approximately 17 percent in order to begin menstru-
ation and 22 percent to restore it (1, 17):

: Tfus theory i is controversml fof tééo

that everycne 1s mearnt to be a certain wetght in the
same way they just are a certain height, even if the

normal” we:ght for a given individual is well above
the “normative’’ range stxpulated by welght ~for-
helght tables. -

Second t:lus theory redefines “dlet

mg” to mean the normahzatlon of food intake such
that body weight -moves -in the direction of that
“normal weight,” that is, the set point. In practice,
the weight considered normal and healthy for a given

mdmﬂual s the weight at which the individual

program of three to six regularly spaced and well-

balanced meals with a total daily caloric content of
2,000 to 2,400 calories (A. B. Enright, personal
commumcatlon) Although this meal plan may con-
stitute_a ‘‘diet”’ 1d1etar§i restraint) relative to the

bulimic’s (or any glven persun’s) daily caloric intake,
such a program is a far cry from what most people
mean by a ‘“‘diet” because its goal is to help _people

settle their weight “‘at a level that does not require

chronic dieting to maintain’’ (13, p. 544). Thus, the
purpose of thls mamtenance diet (for anyone) is to

expenences chrdmc liunger, emotional instaB:hty,
the urge to binge-eat, and other damagmg effects of

semistarvation (13).
Most people and partlcularly adoles-

cents would reject the set pomt theory in favor of
the culturally sanctioned notion that all nonslender

*Thisisa general descnptxon of a mamtenance dlet The program for

any specxfic mdmdual ‘bulimic or otherwise, should be determined by
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people should diet restrictively to become thin (see
Chapter- 7). Nonetheless, Garner and others have
marshalled what I consider to be incontrovertible
evidence in favor of their contention that the type of
restrictive dieting that has become normal for many

teenage girls and some teenage boys is useless and

dangerous (for a complete discussion see Bennett
and Gurin, -[2], Garner and. others [13], Polivy and
Herman [24], Wooley and Wooley [31]): There are

many people who do not systematicaily monitor their
body weight, food. intake, or exercise; but who

maintain_a_stable body weight. And, despite the
claims_of both quacks and respectable scientists,
there is no reliable means of losing a significant

amount of weight and keeping it off. Eating much

less is certainly not the answer; for, counterintuitive

as it may sound, scientific research refutes the
proposition that overweight people eat more than

nonobese people (31). Moreover, severe dietary re-
straint is a form of self-induced starvation that

moves the individual’s weight below—sometimes far
below—the set point, producing a state tantamount
to semistarvation. As we have seen, such deprivation
produces many -consequences—apathy, irritability,
preoccupation with food, food hoarding, unusual
taste preferences, excessive gum-chewing or coffee-
drinking, and dinge-eating—designed to conserve en-
ergy and motivate the individual to eat (see Chapter 2).

. Ironically (and sadly), starvation also
produces ‘‘hyperlipogenesis” (32)—the tendency of
depleted fat cells to retain abnormally large amounts
of fat during weight restoration: In essence hyperli-

pogenesis means that prolonged caloric restriction
not only motivates binge-eating and reduces normal

cues for satiation, but it also increases the probabili-
ty that refeeding will result in excess accumulation

of fat {32).- These rebound effects are the basis of the

bulimic’s desperate and perpetual battle with hunger
and weight. - - ,

L Demonstrations of the dangers of se-
vere dietary restraint are but small voices of sanity

in an uproar of cultural madness concerning the
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achievement of slenderness - (11 13). As noted in
Chapter 7, women in_ partreular are bombarded with
messages . _emphasizing ‘‘sensible’’ or - fanatical or

even ‘‘natural’’ dieting as the solution to the problem
of self-control and other forms of success.. These

men and women (see. Ehapter 6), but the mdmdual

predisposed to bulimia is particularly ill-equipped to
battle her body’s defense of the weight set point.
The apathy, distractibility, irritability, depression,
rage, anxiety, and social withdrawal—in short, the

emotional instability—produced by extended caloric
restriction - -constitute ‘the very same problems that

are also part of the vulnerablhty to bunrma This is
extremely. significant because extremie caloric restric-
tior: is_essentially food depnvatron and food depriva-

tion produces a powerful ‘“‘impulse” called hunger.
This hunger drive threatens the self-control of the
bulimic (or any chronic dieter) in _two majer ways.
First, there is an. extreme 1esponsiveness to the

s1ght smell and taste of food Second m response to

productien of motilin, a hormone that fae:htates

gastric emptying and reduces satiation due to feeling

bloated (25).
Counterregulation

As part of the body s defense of a
welgtt set point; intense hunger and. reduced satlety

Unhke nonrestramed eaters, dzeters dv nvt re&uce

amount; mstead they contmue eatmg a let—that is,
they ppunterregglate or binge (25). In other words
(17, pp. 263-64):

Foremost _among the compensatory behawors that effierge

in reaction to caloric deprivation is an increased vulnera-
bility to bmge-eatmg (rapid consumption of a large quanti-
ty of food in a short space of time).
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To make matters worse; counterregu-

lation - (bingeing) is mere likely to occur when the

restrained - eater (dieter) is emotionally distressed

(25): This becomes the foundation of a vicious circle,

because the emotionally unstable bulimic-to-be tends
to amplify the irritability and restlessness that nor-

mally accompany intense hunger (severe dieting)
(19):

The Impasse

At this peint the bulimic-to-be is once

more at odds with her own body. Restrictive dieting
(restraint = good versus normal eating = bad)
initially enables her to control her body and approach
“excellence” through the successful pursuit of thin-
ness: But over time, as her body seeks to restore a
normal weight, unhealthy (nonmaintenance) dieting
evokes a biological imperative experienced as hunger
and-emetional instability: Thus, through pathological

dieting the bulimic-to-be reaches what Johnson and
Maddi (17) call a “psychobiological impasse’”: she is
vulnerable to hunger, emotional distress, and failure,

but her efferts to gain control of herself by extreme
dieting only increase instability, self-disparag “ment,
and, most of all, hunger.

Disinhibition

It is obvieus that, despite their hun-

ger and tendeney to counterregulate, restrictive diet:

ers (and anorexics) are generally able to eat very
small meals without losing control. For bingeing to
ueeur; something: must_disinhibit the compensatory
hunger generated by nonmaintenance dieting (25).

Actually, many different experiences can overwhelm
the bulimic-to-be’s shaky defenses against counter-
regulation, including a ‘“harmless” indulgence in a
forbidden food, drinking alcohol or smoking marijua-
na, and a severe rejection or other stressor that-is
just “too much” (9, 17, 25). Semetimes a family
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celebration or a friend ai school will. ‘encourage the
individual to participate in a group_‘‘pigout” (23, 32).
All these events produce.the feeling

“I am no lbnger in control.”’ Using the dichotomous
thmkmg of many dleters (and anorexics; see- Chapter

tptally glve'n in to gluttony Just as unhealtliy dletmg
is sustained by the belief “l am in control,” bmgemg
(counterregulation)-is unleashed by the thought “I'v

completely biewn it now’’ (25):

Perpetuators

~In general buhrmcs experience bmge-
eatmg as a foreign and disgusting practice that they
are _powerless to resist (7, 17). Such helplessness

does not terminate the behavior, however, because
binge-eating has a complex set -of positive and
negative consequences whoese net effect over time is
to. increase the probability of both bingeing and

purging (17).
Regulation of Emotion

At first bulimics try to control thelr
emotional mstablhty with -restrictive dieting. Later,
as semistarvation intensifies emotionality and ‘then

blends it with chronic hunger, they begin to transfer
the regulation of emotion from dieting to -bingeing.
The trance-like state produced by rapid and mechan-
ical gorging blets out anxiety, smooths out emotional

peaks and valleys, and makes the seeming inevitabil-
ity of rejection by other people irrelevant (7, 17, 20).
Binge-eating also fills the emptmess of low -self-

hungry baby (20). This’ form of self-nurturance is an
espec1ally powerful motive in people whose instabil-
ity, mistrust of others; and tendency to self-sacrifice
make it nearly impossible for them to receive emo-

tional sustenance from interpersonal relationships

(17). Paradoxically, all these paliative functions are
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interwoven with. the ability of binge-eating to ob-

scure the underlying emotiona! dysfunction by be-

coming itself the focus of intense emotions, both
good and bad (4, 17,19, 23).. ... .
-Although bingeing frightens the bu-

limic, it is initially experienced as a more or less

acceptable sensation of being “swept away.” This

projective defense enables-the bulimic to indulge-in a

stimulating release from dietary and emotional inhi-
bition while blaming the disturbing loss of control on
the irresistible power of a tempting food or a reject-
ing person, rather than on a lack of ‘‘will power’”
(17). Denying responsibility in this manner also sets
the stage for a hesoic reentry into the process of self-
control through reestablishment of rigid dieting;

forms of self-control (20, 23). =~ =~ =
.- ... .. As the tensions in this overcontrolled
life begin to mount, and as the rewards of “controlia-

ble. losses of control” become more salient, the

strenuous exercising, intense studying, or other

bulimic starts-to use binge-eating as an intentional

regulator -of the aversive emotions that continually

threaten her ability to ‘“‘keep it together’ (9, 17).

Thus, over time the binges develop inte a predictable
response to- tension, boredom, and loneliness, and
many bulimics eventually plan them on a weekly or

daily basis. At this stage, purging comes to occupy a
more prominent - place in the cycle {see below),

because_the bulimic rationalizes the planning of
binges in accordance with her confidence in the

compensatory purge (32).
Impulse Expression

- Since many bulimics are impulsive as

well as emotional, episodes of private binge-eating
offer an ostensibly safe means of “letting go.”
Depending on the individual, binge-eating can ex-

press frustration, sexuality, anger, defiance, or sim-
ply a need to ‘‘cut loose” in a manner that has none

of the immediate moral, physical, or legal conse-

quences of other forms of impulsivity such as pro-
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mzsculty, drug abuse or mterpersonal vmlence (17)
Seen from another angle, bingeing and purging

provide an initially controllable superstructure of
impulsivity for people who are prone to boredom and
confusion about their feelings (23).- Within families
characterized by . an _inability to let go of their

daughters and a strong emphasis on weight control,
binge-eating can also serve as a private form of
autonomous protest (17).

- Bmge eatmg lias many tmmedlate re-
Wards for- the -bulimic. Once the episode has ended,
however, the bulimic usually feels guilty, disgusted,
panicky, and, occasionally, suicidal (7, 9, 17, 20): Not
only has she lost control (been “Bad”) But she is
terrified by her conviction that binge-eating will lead
to weight gain. In her eyes the inevitable accumula-
tion of fat will be public evidence that she is out of
control and otherwise worthless. -

- .. This exaggerated mterpretatlon pomts
tQ the fact that bulimics often- operate according: to

the same types of irrational attitudes and beliefs that

twist the -thinking of anorexics (see Chapter 8): 1
must dlet to ‘ma gwd I have no self control s0 enher

makes me feel fat, so I must Be getting fat (8)
Binge-eating puts tremendous ‘pressure on this sys-
tem of beliefs hecause it highlights a contradiction:
severe dietary restraint. = control and weight loss =

good; binge-eating = pleasure and tension regula-
tmn ‘binge-eating =-loss of control and weight gain

bad (17). Thus, the bulimic is faced with a very
1mportant question from the standpoint of psycholog-

ical equilibrium: Is there a way to ‘‘have her cake”
and not have it too? For some buiimics the answer is
purging, usually in the form of self-induced vomiting,
and the trap is sprung. .

The thought of purgmg is repellent to
mcst people; but to the binge-eater it is very attrac-
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tive as a controllable, immediate, and aggressive

means of undoing excessive- caloric intake. More-

over, in the short run it works extremely well (22,
32). In fact, many bulimics lose weight steadily for a

long time after they begin purging. Of course, this
reduction is highly valued and as such may be the
factor that transforms episodic binge-eating into a
vicious. binge-purge cycle. In the long run self-
induced vomiting may actually contribute to weight
gain because this form of purging increases the

severity and frequency of binge-eating while elimi-
nating only-two-thirds or so of _the calories consumed
(A: B: Enright, personal communication; [p3p.. -
BT Parallel to binge-eating; self-induced
vomiting serves a number of purpeses in addition to
the attempt to reverse the effects of gorging (17, 20).
Cleansing the system in an aggressive manner is a
concrete reassertion of control that can-simultaneous-
ly discharge angry feelings toward others and self.

Purging -also_functions as penance for the E}lﬂt

created by impulsivity, and after a purge many

bulimics feel alert, purified, and peaceful. Converse-
ly, for the subgroup of bulimics who are severelv
troubled by . emotional instability, - dependency on
others, and a crushing sense of personal ineffective-

ness, both purging and bingeing are forms of self-

mutilation whose pain combats their feeling of inner

deadness (17) — N o
.. . The. other forms of purging—laxa-

tives, diuretics, prolonged fasts, diet pills—may also
serve multiple purposes. Censciously, they are used

to counteract the effects of a binge. Unconsciously,
they may serve as self-punitive measures and as
legitimizers of continued bingeing. -~ -
-~ - As noted above, in the early phases
of the disorder bingeing is quite reinforcing because

it reduces and -thereby controls both - hunger and
unpleasant - emotions. As it becomes -habitual and

uncontrollable; however,_its net effect is to increase
tension and body weight. This means that in the
later stages of bulimia the all-important function of
tension regulation will be transferred to purging. No

matter how repugnant self-induced vomiting may
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appear to us, its ability to reduce tension and
increase the sense of dedication to slenderness is so

factor in bulimia (i6; 17, 32). Some bulimics literally

binge so that they can purge, an outcome that only
increases the probability of bingeing and, ironically,
of weight gain.

The Distortion of Hunger
and Satiation

. Given the relationship between di-
etary restraint and the distortion of hunger- and
satiation (counterregulation), one might expect that a

cessation of bingeing and purging and. a restoration

of normal body weight would stabilize the experience
of hunger. Unfortunately, this is not the case. Chron-
ic bulimics have an increased appetite, particularly

for sweets, even after they have eliminated bingeing

and purging and have achieved a healthy body
Welght (32) ot U
| - The distortion of hunger and satiety

is very significant in the perpetuation of bulimia. A
voracious appetite makes it exceedingly difficult for
the bulimic to overcome her fear that she will

become grotesquely fat if she eats ‘‘normally.” In

addition, . the persistence of extreme hunger for
several weeks or even months is very discouraging
for the therapist and-client when: they have worked
so hard to stop the bingeing and purging (32).

- - - It is very likely that residual vora-
ciousness is not a function of emotional factors. It is
probably due to changes in physiology and learning
that impair the body’s ability to terminate eating
once it has begun (32). o
- - - Most bulimics eat very little between
their episodes of bingeing on sweets or carbohy-

drates. This means that they subsist for long periods
on sugars that are absorbed to a small degree before
purging. The body learns to adjust to this state of

affairs by releasing the hormone insulin immediately

after eating begins. Insulin contributes to the onset




The Vicious Circle

of bingeing by increasing appetite and promoting fat
storage. e moting 1
. By definition, a person who binges

continues to eat long after he or she feels full.
Psychological research has demonstrated that, al-

though the hypothalamus regulates satiety, people
need to learn what combination of external percep-
tions (such as tastes or textures) and internal signals
(metabolic. feedback)- indicates that they have eaten
enough. Bingeing and purging pervert this process of
learning to ‘““feel full,” because the bulimic's body

“learns” that eating huge amounts of foods high in
sugar-or carbohydrates prcvides very few calories

(32): In effect, the bulimic’s body forgets how to

regulate consumption of balanced meals while it
learns that enormous amounts of sweet or fatty foods
are necessary to prodtice satiation:

The Vicious Circle

.. The relationship among the predispo-
sitions, precipitants, and perpetuators of bulimia is

shown -in Figure 9-1 (adapted from Johnson and

Maddi [17]): Another way to summarize much of the
material in this chapter is to examine the origin and
outcome ot the vicious circle that imprisons bulimics
once bingeing and purging become regular features
of their lives (7, 10, 17, 20, 32).

Gﬁgiﬁ

... ‘This trap originates in the hulimic’s
need to be in control of her emotions and her body,

and thus herself. At first restrictive dieting meets
this need, but eventually it leaves her hungry and
depleted in a physical and emotional sense. Semistar-

vation also renders her less capable of experiencing
pleasure in any activity other than weight loss.

- .. .- Binge-eating provides a release for
these tensions, but it makes her feel anxious and

guilty about helplessness and gaining weight. Having
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SOCIOCULTURAL -

.. FACTORS - FAMILIALFACTORS
Glorification of tinness ~~ Fanily hisory of affec CLaotic and disengaged:
and perfectionism tive disorder (depression conflict; stress; contra-
Stigma againist obesity or mania) and/or alco- dictory communication
Emphasis on uniqueness holabue aoutautonomy
Weakening of externa Middle-toupper<lass ~ Emotionalisolation and
- testraints: - - parents magnify cultiiral UneXpressiveness
Sex-role ambiguity for emphases

- women__ oot

Femininity = appearance

S ~_ INDIVIDUAL PREDISPOSITIONS
Problems with autonomy, separation, andidenty
Emotional instabilty: variable moods; impulsivity; low toerance for aniety, frustration, bore:
 domepsodesof depressionandlormania -~ -
Low selfesteem: sense of ineffectiveness;selfcriicalness; competiive but dependent: perfec-

_ tonist; high interpersonal sensitivity and lack of internal standards; body dissatisfictin
Weight problems (including anorexia nervosa) as a child or adolescent
Deficits m interoceptive awareness asid flexible thinking

o e T EFFECTS OF-
-PRECIPITATORS DECISION TO DIET ~ WEIGHT LOSS
Adolescent coriflicts Dissatisfaction with Sense of control over
Separaton, loss, tejection by, sel,and I - selfothers. ..
Interest in dance or Threat of helplesstiess Reinforcement from
sports and failure - - others and/or self
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Blossoming of -

- heterosexuality

Sexual victimization - -
Observation of peers who
- are dieting

Failure -
Loneliness, boredom,

PERPETUATING
Distortion of hunger and
T éétiation Il
Frequent and habitual
_-bingeing/purging
Physical illness and
-_ weakness Tl
Emotional instability
Narrowing of interests

Interpersonal conflict and

o iSéléi:ion N

Guilt, shame, anxiety

Failure and depression

Distorted body image and
all-or-none thinking

Perfectionist need for

- control and success

Familial and cultural em-
phasis on slimness and

. external appeararices

Competition with others

-- - PURGING
Undoing of the binge -
Reassertion of control
Expression of anger
Penitence,,j oI
Tension reduction
Vegitimization of
‘bingeing ..
Sense of dedication to
weight control

Fear of weight gain

Intensified dieting

Impasse: dieting = con- _
trol/success + instability

and voracious hunger

Regulation of emotion -
Expression of erotic and
- aggressive impulses
Self-controlled narrowing
and dissolving of life’s
- smlcrure, R
BUT aiso loss of control,
panic, fear of discovery

Figure 9-1. A Multidimensional Model of Bulimia

Sowrce: Johnson and Maddi (17).
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reached this impasse, the bulimic usually- discovers
self-induced vomiting, laxatives, or diuretics. These
appear to- be :a- miraculous solution to her problem,

because they eliminate the contents of a binge and

they result in. weight loss. Purging is also-a tempo-
rarily successful form of self-deception in that it can

serve as a dramatic first step in the bulimic’s attempt
to reestablish. ‘“‘normal” self-regulation by being
“perfect” in weight control, school, relationships,
and se on. - .- -

- .. The biological pressures (hunger and

fatigue) and the psychological pressures (self-con-

sciousness and guilt) of this compensatory restraint
are simply too great fer a persen who is already
susceptible to emotional instability and impulsivity.

Thus, the stage. is set once more for bingeing and
purging and, further, more desperate restraint. After

a while, dieting, bingeing and  purging become an

autonemous. chain of habits: In severe cases, an

automatic link with emotions or times of the day is
forged, and the body adjusts to a ‘‘diet”’ consisting
almost exclusively of forbidden foods. When  this

happens; bulimic behavior becomes divorced almost

completely from the experience of hunger, deviations
from set point, or emotional distress (26).

Outcome

_ Ultimately, bulimia accentuates the

very problems it was ‘“‘designed” to overcome (16,
20, 22; and see Chapter 4). Physically, the bulimic
becomes weak and sickly. In addition, to the buli-

mic’s horror, frequent bingeing and purging often
result in a net gain in body weight. Socially, the
bulimic loses authentic contact with eothers because
her self is overshadowed by a continual and private

struggle between hunger, eating, fear of obesity, and

a deep sense of shame and worthlessriess. Psycholog-
ically, the hope of control and integration becomes

the reality of helplessness and disintegration. More-

over, unlike many anorexics, most bulimics are all
too aware that they are living a lie. Underneath a
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normal and often very attractive exterior, bulimia
has eroded their self-esteem; their sense of purpose;

and their basic ability to experience and express all

the emotions that make us human. ]

- The _tragedy of bulimia is expressed
with poignancy by Wooley and Wooley (32, p. 398):
Arriving for treatment, these women struggie to tell us
how_life in their bodies is experienced—as a series of

nightmarish transitions from relative calm to revulsion and
loathing;: how tenuous and fragile is their capacity for

control; how much effort-they expend to maintain- control
for even a few hours; and how purging, for all its horrible
effects; is all that stands between them and an anticipated
loss of all self-worth. They accept the pain of purging
rituals gladly, as the only remaining test of endurance
they know they can pass.

Conclusions
and Implications
A Multidimensional Perspective

. Conclusion. All the conclusions and
implications concerning the risk factors of anorexia
nervosa {(see pp. 203-8, Chapter 8) also apply to the
“‘causes” of bulimia. Bulimia too must be understood
as a complex and variable psychobiological disorder.

There is no doubt that construing it as an “iliness” is

helpful in tempering anger and motivating the search
for proper medical and psychological treatment. Nev-

ertheless, it-is a inistake to allow this categorization
to_obscure the interplay between biological, personal,
familial, and sociocultural factors in the predispesi-
tion, precipitation, and perpctuation of bulimia.

Moreover, it is essential to keep in mind that each
bulimic (and anorexic) person is different with re-
spect to the pattern of symptoms, the relative
strengths of the factors discussed in this chapter, and
the healthy aspects of personality that pave the road

to recovery—intelligence, coping skills, creativity,
and so forth.
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from offering - sunphstlc prQnQuncements abeut ‘the
“‘cause”’ of bulimia. For example, bulimia is not *‘just

a form of depression.” If students want information

about the origins of buhrma, allow ample time to
consider the transactions among stch factors as self-
esteem, autonomy, fashion, dieting, set-point theory,

and . interpersonal relatnonslilps Such preparation is

more than a matter of gocd scholarship. Given-that
sociocultural and interpersonal factors play a role in
the cause and maintenance of bulimia, there is every

reason to believe that teachers, both as caring people

and as representatlves of an mﬂuentlal soc1al institu-

::reventten of buhmla
A Sensitive Perspective

- Conclusion. The mulﬁ&tmensmnﬂl per-

spectwe defmltely points to the family as one o1 the

“villains’’ in the crime of bulimia. As one section of
this chapter states; a major contributor to bulimia is
mantal discerd. between a frustrated, weight-zon-

scious, and -depressed mother and a workaholic,
emotxonally aloof husband (see; for example, Bos-
kind-White and White [4]). It is important to remem-
ber that this is not true of all ““bulimic. families”; in
fact, the variability in family structure and dynamms
is at least as strong-as the consistencies. extracted by
researchers. Even if it is true of a particular famxly,

the multidimensional perspective, albeit comniex, is

simply too limited to provide an accurate and sympa-
thetic picture of the historical and social context that
shapes the functioning of parents and grandparents.

Implications. When evaluating other

persons; we tend to overlook . the context of -their

behavior and attribute their actions tc internal dlspo-
sitions (32).- This chapter, as well as the previous
one; is an attempt to reverse this attributional bias in

the- perception of bulimics (and anorexics) by eluci-

dating the context of their seemingly irrational be-
havior. To be consistent and fair, we must scknowl-
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bulimics  are themselves_ the products of - complex
historical, social, and personal factors that, among
other things, have influenced the ways they_ think
?bou; their bodies; their sexuality, and their sex roles
354’ - - i - : T
. - Teachers should endeavor to discuss

familial risk factors without blaming the family in a
one-sided manner. Remember that the concept of a
risk factor means that it will be present in varying

degrees in different instances of the disorder and

completely absent in some. Moreover, should the
family be clearly to blame in a certain case, respect
and sensitivity are even more necessary because the
family is the most important source of support for a

youngster in trouble.

Bulimia and Anoreia Nervosa

Conclusion. A comparison of the risk

factors for bulimia and-anorexia nervesa highlights
the complex and ambiguous relationship between the
two eating disorders. On the one hand, two facts

support a distinction. between bulimia and restricting

anorexia nervosa. First, there are normal-weight and

obese bulimics who. have never been and will never
be anorexic. Second, research indicates that bulimic
anorexia seems to be more closely related to normal-
weight bulimia than to restricting anorexia nervosa

on a number of variables. =~ =
.. _-On the other hand, there is evidence
of a strong relationship between the two disorders.

Being anorexic is a risk factor for subsequent nor-
mal-weight bulimia, and vice versa. More important,
a_comparison of the two multidimensional models

reveals many apparently identical risk factors (see
Table 9-1). Perhaps it is best at_this point to view

anorexia nervosa and biilimia; not as dichotomous

syndromes, but as general ‘‘landmarks” on a spec-
trum of “eating disorders” ranging from restricting
anorexia nervosa to bulimia in people of various body

weights (30; and see Figure i-1 in Chapter 1).
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Table 9=1. Shared Predispositions, Precipitants, and
Perpetuaters of Bulimia and Anorexia Nervosa

PREDISPOSITIONS
- B Sociocultural
Glorification of thmness and fanaticism

Stigma against obwty
Emphasis on -uniqueness

Weakening of external r&ﬁimts
Sex-role -ambiguity for women
Fémininity = appearance

Familial

M:ddle- to upper—class status - -

Family history-of depression, substance - abuse, wenght/eatmg d:sorders
Family magnifies sociocultural emphases - :

Conflicting and contradictory information about xdent}ty and autonomy
Distorted, dysfunctional, and stressful family system

Lack of encouragement for éxpréssnon of emotio.s

Personal

Female gender

Weight problems as-child or adolescent :
Problems- with- identity, separation from. parents, and autonomy

Interpersonzl ‘sensitivity and dependence on others for approval
Denial of inner needs and feehngs
Perfectionism -and- “all-o:t-none thmkmg

Disturbances in body image and interoceptive awareness

PRECIPITANTS
Events and (lead EB) Bases for the Decis w?t
- Experiences to Diet
Adolescent conflicts (e.g.; Dissatisfaction with body;
- autonomy versus -dependerice) self, and life. :
Separation; loss; rejection Threat of helpiessness and
Interest in dance -or sports - failure
Blossoming- of lgeterosexuahty Perfectionist need for
Observation of peers who _control and success
-are dieting Familial and cultural -
Failgre = emphasis on slimness
Loneliness, boredom, anger _and external appearances
Sexiial victimization Competition with others
- PERPETUATORS
Bxstortmn of hnnger and satiation Self-induced vommng
Perceptual- disturbances and Narrowing of -interests - -
“dichotomous thinking _ - . Gastrointestinal disturbances

Interpersonal conflict and isolation Ineffectiveness, guilt, anxiety
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Implications. It is not known with

certainty why some girls develop bulimia instead of
anorexia nervosa. If this question arises; it is best to

point out that bulimic girls tend to be more emotion-
ally unstable; more attuned to their emotional dis-

tress; more extroverted, and less likely to have the
internal controls and obsessive personality features

that enable the anorexic to regulate emotions and
caloric intake in a rigid fashion (1, 30).
I Winefti Wﬂi’is dlstmctlon or- any . ethet:
should be balanced by an acknowledgment that

bulimia and anorexia nervosa share a number of

similar features (see Chapter 1) and risk factors.

Although it is not an intellectually satisfying state of
affairs for teachers, students. or writers of books
about eating _disorders; the fact remains that  the

relationship between anorexia nervosa and bulimia is
ambiguous enough to warrant discussien of both
meaningful differences and very important similar-
ities.
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CHAPTER 10

The Role of
School Employees
in the
Prevention of

Eating Disorders

Tﬁls Book Bas two ,mterrelated
themes Fi nrst eating disorders are multidimensional
problems that emerge from a very complex transac-
tion between numerous influences: genetics, - neuro-

physiology, personality, the family, peers, the cul-
ture, and misinformation about nutrition and weight
management Second, since school employees- play
very mmportant roles in the transmission of culture,

the shaping of peer interactions, and the deveIOp-
ment of knowledge atwt_lt the txxiy and the self they
eatmg disorders.

- Tradltlonally, tlie mental liealtﬁ pro-
fessmn reccgmzes three types of prevention (5, -19).
Primary prevention eliminates or reduces sociocultur-

overwelgﬁt or mlsconceptlons aBout the boiiy s reg-
ulation of weight) that increase the risk of eating
disorders. Thus, primary prevention involves the
monumental task of preventing eating disorders by

- e T ,7 — - %

changing the behavior of those groups—students;
teachers, as well as the entire school staff; parents;
psycholog‘lsts dieticians; advertisers—that -influence
body image, se}f»esteem, eatmg habxts coping skills,

and so forth. Secondary prevention is the early 1&ent1-
fication, accurate referral, and prompt treatment of
individuals in the initial phases of anorexia nervosa
or bulimia: Its goal i1s to prevent acute problems
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The Toacher as Educgior

from becoming severe and chronic eating disorders.
Finally; tertiary prevention corresponds to the full-
scale treatment of severe- eating: disorders. Effective
treatment will prevent the individual from having

SUb§eQUént épi@ngiﬁii - - Lol T
- - Th iding princ’ple of this book is

that all school employees can contribite significantly

to primary and secondary prevention, and therefore

treatment will not be discussed. Educated and con-
cerned teachers will have the greatest impact on

primary. and -secondary prevention in the classroom
and in the role of adviser. Any member of the school

staff who has a special interest in preventing eating

diserders may also wish to become involved in
educating the community.

The Teacher as Educator

General Principles
.- Since I do not presume to tell experi-
enced teachers what exactly to do in the classroom,
let me begin with a list of general principles for

discussing eating disorders with students:
Self-Examination
It is very important that teachers

thoroughly examine - their motives for presenting

information about eating disorders and their attitudes
toward eating and weight. For example, be as honest

as possible in making a list of all the reasons you are

interested in anorexia nervosa and bulimia. This
exercise will probably lead to a consideration of your
own_body image, 7sﬁelﬁf—concep,t; _eating patterns, and

exercise habits. Next, examine carefully your atti-
tudes ~bout sex roles and about underweight, “nor-
mal we ght,” and overweight people (20). Does your

language overtly or subtly discriminate against peo-

ple why are overweight? Fer example, when you

hear th: word ‘“‘sleb,” does your mind automatically




THE ROLE OF SCHOOL EMPLOYEES
append “‘fat” to
to be more concerned. with appearance and. less
concerned with achievement than men? If you are
going to ask your students to explore such issues, it
is imperative that you do the same. This will make

you a more sersitive listener. It will also ensure that

your lifestyle and your nonverbal communications do
not undo your statements about the importance of
personal substance over external appearances.

Sensitivity

. Fating, weight, and self-concept are
emotionally charged topics for adolescents, particu-

larly girls and overweight boys. Teachers can dem-
onstrate sensitivity to these authentic concerns and
fears by_ pointing out the - difficulties involved in

discussing the subject and by allowiig students

ample time to comment or not comment as they see
fit. The sensitive teacher will also want to introduce
the topic -in a nonthreatening way. The exercise

shown in Figure 10-1 is excellent in this respect, as

is consideration of individuals who accept their am-
ple girth; such as William ‘‘the Refrigerator’ Perry,
Nell Carter, and Garfield the Cat.

. Given the high prevalence of eating
disorders and unhealthy eating habits in adolescents

(see Chapter 6), it is virtually certain that there will
be at least one student in the class with disordered
eating. Teachers. should make it clear that their

discussion of eating disorders is didactic, not thera-

peutic. Before the end of -the (first) day, students
should be:- given a list of community or nearby

resources for the treatment of eating disorders. It is

also an excellent idea for teachers to coordinate
lessons on anorexia- nervosa and bulimia with. the
opportunity for students who are concerned about

themselves or others to speak confidentially with a

school counselor who is informed about eating disor-
ders and resources for treatment.
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The Tuscheras Sincsor
Fut? Skinny? or Just Right?
Part 1. My favorite food is

My favorite food group is
My favurite meal is

Why do I look forward to that meal especially?

Family food rituals (traditions):

What messages have I heard from my parents

about food and eating?

Do I eat only when I'm hungry?

If not; what are some of the other reasons?

Does anyone in my family have a weight problem?

Part I If you could change your figure, what would you
Chéhgé?

On: a_scale of one to-ten, indicate your degree of

satisfaction about your body image. - -
1-2 3 4 -5 -6 7 8.9 10

What do you think is the ideal weight for your
height (the weight at which you feel most heaithy,

energetic, happy, etc.)?
Think of some ways that advertising gets us to
think that thin is beautifiil?

Figure 10-1. A Nonthreatening Exercise
for Introducing the Topic of
Eating Disorders
Source: Reprinted_from J. M. Fratt, “Junior High and High School.” In
Anorexia and Bulimia: A Handbook for Councelors and Therapists, by P. A,
Neuman and P. A. Halvorson. Copyright © 1983 by Van Nostrand Reinhold
Company. Reprinted with permission.
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Part III. Concept of BODYMIND—a dehcate balance:
Can you read your body’s messages? ——_—
Can you tell the difference between e
hurt and angry?.
tired and -hungry?
bored and hungry? —

restless and hungry?
Identify your ‘‘comfort foods ”

How do we get in trouble with food?

Figure 10-1—Continued

Eating Disorders and the
Basic Curriculum

o TherP are many ways to work mate-
nal aBout eatmg dlsorders ‘into_the cumculum (see

disorders, and (2) spemal toplcs that incorporate

important aspects of eating disorders:

Curists m Bt Do

time of tlus _writing two curriculum guides are
available for-teachers who wish to develop a unit on
eating disorders:

, Teachmg About Eatmg Dzsord’ers
Gradéé 7-12. This 23-page pamphlet is written and
published by the Center for the Study of Anorexia
and Bulimia, 1 West 91st Street, New York, NY

10024 (212-595-3449): In addition to facts about the

nature and treatment of eating disorders, the first
half contains concise information about the emotional
uses and meaning of food, a sociological perspective
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on women, and the relationship among body weight,

body size, and beauty. The second half provides a
list of general questions and activities to facilitate the
teaching of these topics. Ms. Bull-McDonough (in a
personal communication) feels that this pamphlet is

an excellent resource for teachers who think they
might be interested in developing their own lesson

plans covering all or some of the topics listed.
—_ . The Psychology of Eating Disorders: A

Lesson Plan for Grades 7-12. This set of five lessons

was written by the author and edited by several
experts from the National Anorexic Aid Society (6).
Quoting from the introduction: -
[This] lesson plan attempts to explain anorexia and bulim-
1a within the context of topics discussed in middle school

and high school health; sciéqce;:anqlﬁng;g;@pj@s.;Ihe@é

topics include cultural values; the transmission of values;
eating (refusing to eat) as a social phenomenon; fears and
anxieties; positive and - negative -styles of coping: the
meaning of abnormality; the self-defeating nature of ab-

normal behavior; the social psychology -of helping; the
ethics of helping; and the prevention of mental illness. (p:
2) ]

L In other words, this- lesson plan at-

tempts to minimize the sensationalism attached to

eating_disorders while maximizing the - probability
that discussions of anorexia nervosa and bulimia will
touch on a number of topics relevant to the teacher’s
basic role in educating adolescents and supporting
their development. Figure 10-2 shows. a sample

page. Information about the lesson plan is available
from the National Anorexic Aid Society; 5796 Karl
Road, Columbus, OH 43229 (614-436-1112).

Special Topics

- - -As noted in Chapter 8, the multidi-
mensional models of anorexia nervosa and bulimia

indicate that eating disorders are related to topics
ranging from the biology- of weight regulation to the

influence of teen magazines on fashion and eating
habits (see Table 8-1). Thicg means that biology

teachers can discuss set-point heory (see Chapter 9,
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Day llPage 7

y/A Objedivé STEREOTYPINC AND WEIGHT
To have students think about values pertaining to weight,

and look at sexual differences and biases: =
To encourage students to look beyond body size and appear-
ance to find value in others.

Rewm»mtded wa 5 rmnutes

Aids:
a. Ask for students stereotyp’es about overwelght males and

females. These can be listed on the board according to the
. physical = social = psychological scheme.

NOTE: Be sire care is taken for the feelings of the class
members who are considered to be overweight by their peers.
b. Point ow sexual differences as they occur. For instance
people tend to see wexght as crucia' for girls’ attractive-

c. Use Overhead 2: {STEREOTYPING AND WEIGHT]
%ﬁo?ﬁ:,:ln our cuiture; is it better to be overwelght or
underweight? Why do people care so much about their
we1ght7

In keepmg with the paradngm of Physncal-Socxal Psychplggl

cal Values, here is a scheme for exploring how our stereo-

types about overweight people affect our attitudes towards
individuals:
We. tend to believe

Where our culture overweight people

R values: are:

PHYSICAL health unhealthy
activity - - lazy - -
coordmatlon uncoordmated

Figure 10-2. Sample Page from Lesson Plan

Soxrce: Repnnted from M. P. Levine, The Bychology j Eating Disorders: A
Lesson. Plar: for Grades-7-12. Edited by A: B: Enright, N. Kayne, and C.
Tootell. Copyright © 1983 by the National Anorexic Aid Society. Reprinted

with permission.
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, We tend to believe
Where our culture overweight
o va;ue;s;;;;; péoplé are:

SOCIAL friendliness over-social, or

respect ‘withdrawn
Where our ciilture We tend to believe
values: overweight

eV RTIAT e xy  DAVIRE it people are:

PSYCHOLOGICAL together disorganized
-purposefulness aimless
rapid and slow, -
effective ineffective. -

being in control out of control

Stereotypes are fixed ideas about a group of people, which are

not necessarily -true for individuals within the group: These
ideas reirlect our values, not what is actually true. Stereo-
types can be positive (the “halo” effect) but are usually
negative. :

Figure 10-2-Continued

pp. 221-23) and its implications for hunger; history

and art teachers can examine changes in the concept
of beauty and fashion through the centuries; and
social studies and speech teachers might encourage

students-to_study advertising’s role in the glorifica-
tion of thinness as a form of propaganda (14). The
range of special topics that might be discussed is
limited only by the creativity of teachers:

Resvurces for Preparation
~ Whether or not the teacher uses a

curriculitn- guide; it is a good idea to read at least

cne bock that covers auorexia nervosa or biilimia in

more deiail or from a perspective different from this
one. Appendix II contains a list of useful books and

articles. Of these I highly recommend the following

as excellent supplements to the material in this book:
Boskind-White, M., and White, W. C., Jr. Buli-
marexia: The- Binge/Purge Cycle: New York: W.
W. Norton, 1983.
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Brucli H Tﬁe Golden €age‘ The Emgma of

Anorexm Nervosa. Cambridge: Harvard Universi-
ty Press, 1978.

Ensp, A. H. Anofexuz Nervosa: Let Me Be.
Orlando, Fla.: Grune and Stratton, 1980:

Kinoy, B. P., and others. When Will We Laugh
Again? ang ad Dealing with Anorexia Nervosa
and - Bulimzia. Néiﬁ York: €olﬁi'iibié University

Levenkron S The Best Little Girl in the World.
Chicago: Contemporary Books, 1978. (See Table
10-2)

Resources for the Classroom
Invztz& Speakers In some commum-

t1es excellent speakers can be obtained at no cost by
contacting the nearest- mental health -association;

commurity mental  health center, hospital, college

Cuunsehng center or psychology department, an eat-
ing disorders association, or any school employee
who has a special interest or-experience in the area
of eating disorders: The speaker may be a therapist,
a specialist (such as-a dietician), or a recovered
patient.- Evern though-the person may be an expert,
do not hesitate to ask for an outline of the talk in

order to be certain the speaker does not inadvertent-

ly glorify the disorder or stigmatize overweight
people.

- - Films. Appendix II contains a list of
several films. I--use Dieting—The Danger Point
(CRM/McGraw-Hill Filirs, 20. minutes) in my college
psychology courses as an excellent introduction to
eating disorders and the role of the medxa It con-
tains some footage of a severely anorexic woeman
clad only in a bikini. Teachers should be sure to
preview this or any other film to determine its
suitability for the audience as well as for their

educational aims:
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The Teacher as Model -

S ~ All school embicye:es can contribute
to the prevention of eating disorders by conducting

themselves in a manner that communicates self-
acceptance and the irrelevance of body weight or

shape for enjoyment of a wide variety of activities (1,
12). The teaching and advising functions will be
strengthened considerably by attitudes and behaviors

that repeatedly say: ‘“Regardless of my weight and

shape, I like myself. I do not need to drive myself to

be thinner or more accomplished. It would not
matter if I gained weight or lost weight; I would still

be me; a worthwhile person.”

‘i‘hé Special Role of Coaches

- If a crucial component of prevention

is the deemphasis of slenderness and the promotion
of self-esteem via self-acceptance, then it is reason-

able to believe that coaches and dance teachers can
help - prevent. eating disorders (4). Boys and girls
should be allowed to dance and to participate in
athletics, regardless of their body. weight or shape.

Being “in shape” to participate should not-be con-
strued as_a need to mortify the flesh. That is,

students should not be driven to excel in a manner
that encourages them to treat their bodies as ene-

mies to be conquered, and weight loss should not be
advocated as a solution to the problem of improve-

ment. In this regard weekly weigh-ins and the
postings of body weights should be discontinued.

Moreover, dance instructors and coaches of women'’s
teams should -net give advice about diets without

ascertaining the student’s motivation, particularly

if the request for information closely follows an
experience with failure or rejection. Similarly; wres-

tling coaches need to consider the potential damage
created by the need to ‘“make weight”’ and by the

social transmission of extreme tactics for temporary
weight loss.
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~ These suggestions are- based exphmt-
ly on_the goal of healthy participation in athletics and
dance. Thus, some coaches may ignore them out of

hand as bemg hopelessly out of step with current

conceptions of how to develop a ‘‘winning”’ program.
However, I know of no eviderice to indicate that the
leanest teams or dancers are the best. Moreover,

even if this were the case, I invite coaches and dance

instructors to renew the- self-exammatlon advocated
earlier in this chapter. What are the true priorities of
a high school eoach or dance teacher?

The Teacher as Adwser
Detectlon and Referral of

Obstacles to Detection
Eatmgjhsorders are. d:fftcuit to de-

teet for flve reasons: First, educators. are very busy

g e — T gt Sty pbutnbeie i e

people whose primary function is certainly not the

detection of psychopathology. Second; many school
employees, both- female and male, ‘do_not see any-

thing: wrong with most of the attitudes and dieting

practices that contribute to eating disorders. Th.ll‘d
in isolation many of the so-called ‘‘warning signs’ ' of
anorexia nervosa or bulimia—for_ emple unusual

eating_ habits or oversensitivity to criticism—are (a)

not abnor» al according to the IMAD criteria (see
Chapter 1) or (b) possibly indicative of other serioiis
problems. Fourth;--a significant number of adoles-

cents with eating disorders are intelligent, compliant

achievers who do not stand out among the problem
students who -often inhabit erowded classrooms. Fi-
nally; for various reasons—fear of enforced weight

gain, mterpersdnal anxiety, guilt, the need to binge—
most anorexics and bulimics are incredibly adept at
hiding their eating disorders. It is not- unusual for

husbands to be unaware of chronic bulimia in their

wives of 20 years (2).
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General Principles of
Identification

- ... Despite _these . difficulties, all mem-
bers of the school staff are in an exceller:* position to
detect eating disorders. In their varied roles, they
come to know many students quite well. .

~_ Table 10—1 shows the warning signs

of anorexia nervosa and bulimia. Five -rules are

important in applying this information (12, 17):

L. The purpose of detection is the identification of
a problem and referral to the appropriate ser-
vices—not accurate labeling. The function of
school - employees is. to weld intuition, knowl-
edge, and concern into support for those who
need professional and specialized help; net to act
as trained diagnosticians. === ]

2. Use more than hearsay or direct observations of
behavior (such as walking in on a student who is
inducing- vomiting after lunch) before making a

judgment about a-student. For example, speak
. confidentially to the student. o
3. Eating disorders are syndromes composed of a
number of interrelated problems, some of which
are found in other psychological disorders. In
accordance with the IMAD criteria and the
warning signs listed in Table 10-1, your conver-
sation with a student about whom you are

worried should elicit both general and specific
information. The general category -includes

physical appearance; functioning at school and
at-home, feelings about the self and others, and
relationships with others. The specific category

encompasses - -ting habits, exercise patterns,
preoccupation with weight and dieting, and use
of dangerous weight control methods such as
self-induced vomiting, diet pills, and- laxatives.
- There is no script for obtaining this informa-
tion because a teacher’s detection of a possible

eating disorder should unfold within a compas-

sionate and forthright conversation; not a diag-




THE ROLE OF SCHOOL EMPLOYEES

g s s —

SIGNS OF ANOREXIA NERVOSA OR BULIMIA

Faud and Wquﬁt C‘onhv]

Hoardmg food_ S

Use of laxatives, dmretxcs, purgatxves, and emetics

Use of diet pills =

Secretive vomiting: leaving for the bathroom immediately after
a meal

Hr.wmafnfv and Eitolx”onaftb'
Moodiness and- u'ntablhtyf -

Inflexibility -and resistance to changes in routme

Eow seif-esteem - - - :

Perfectno)msm and dichotomous thmkmg ¢“‘I'm thin” or “I m
gross”’)

Chronic d:ssausfact:on with grades and with self regard ess of
- level of performance

Social withdrawal and intolerance of others

Oversensitivity to criticism -

Extreme _concern about appearances both physncai and
behaviorial

SIGNS GF ANOREXIA NERVOSA
ngmficant wexgnt loss in the absence of related illness

Extremely thin appearance _
Signs of starvation: a thinning of haii'l haxr loss; the appeararnce

of fine, raised white hair (lanugo) on the checks neck, fore-

arms, - and _ thighs; repeated: gastromtestmal problems

yellowlsh appearance of the palms or soles of the feet
S;gmﬁcant reduction-in- eating coupled-with a denial of hunger

Dieting with relish. wher not overwenght

Amenorrhea in women -

Unusual eating habits: preference for foods of a certain texture
?gagolor compulsively arianging food, unusual mixtures of

Soum:s Bayer and Baker (l) Garfinkel and Gamer (3) NAAS Newsklfer

(July-September), Neuman and Halvorson (10), Pope and Hudson (13), Pratt
(14); Rubel (15), Sansone (16)



The Teacher as Adviser
Table 10-1—Continued

6bsessxve and prolonged exermsmg despxte weakness fatigue,
illness -

Complaints of feeling bloated or nauseated after eatmg a small
or normal amourit

SIGNS OF BUI:IMIA

Evadence of bmge-eatum actual observatxon verbal reports;
large amounts of food missing, stealing money or food

Habitual overeating in response to stress:

Frequent weight fluctuations of 10 pounds or more - _

Eating (not-sampling) foods-such-as-dough, canned frostmgs, or

— maple syrup w:thout preparing them

Evidence of purging via vomiting, laxahveidmretxc use, emetxcs
(e.g.; syrup of ipecac); frequent: fastmg -eXCessive exercising

Swelhagf of the- glands under - the jaw (caused by frequerit

- vomiting), yielding a *‘chipmi ' _appearance
Frequent and unusual dental problems

1mportant pnnc1plés here are as follows

a. The warning signs hstea in Table 10 1
should serve as guides to communijcation
with a student suspected of disordered eat-
ing: They are not intended to be a diagnos-

tic checklist or an interview protocol (see
item 1 above).

This means that teachers, as well as staff
&ﬁd COHCéﬁiéd St'ﬂdéﬁtS' Shéﬁlﬂ not-leap to

,,,,,,,,,,,,,

o

example welgﬁt Ioss) or on the ba51s of the

with. regard to the quahty of the student’s

life and the role of food, weight, and eating
within that life; the more effective the de-
tection and referral process (see item 2
above). _
254
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THE ROLE OF SCHOOL EMPLOYEES

d. To:aveid overdiagnosis of eating disorders
and misdiagnosis of other significant prob-
lems (for example, depression); the presence
of an eating disorder must be verified by an
, expert clinician: ) N
4. Consult with at least one other teacher, the
school counselor, and the school psychologist
before reaching a decision about referral.
5. Througheut the process of detection, referral,
and recovery, keep the focus on feeling healthy
and functioning effectively, not on weight lost er
gained.

General Principles of Referral
. The effective treatment of eating dis-

orders requires a professional t.erapist with special
training and considerable skill. Thus, such treatment

is not the prevince of teachers, school counselors, or
even school psychologists. What follows are some

general principles for helping students with eating
disorders and their families to find the right person

or erganization in your community or neighboring
area. These suggestions are based on a precious few

e diemra~ 1 10 10 14 <9rm 4O% . v _

readings (1, 10, 12; 14; 17; 18); my intcrpretation of
conversations with experts from the National Anor-
exic Aid Society (see Appendix I); and my four years
of experience educating and advising (not counseling)
teachers and students from middle school through
college- about_ eating disorders (6), suicide (7), and
domestic violence. In other words, this section is
written in part from experience as a teacher of
psychology, not as a psychologist:

Be informed about tie referral process

in your school system. Ask your school administrators,
school nurses, and counselors/psychologists for spe-

cific information about the steps involved in verify-
ing the presence of an eating diserder and arranging
for proper services:

Be informed about the services in your

community and surrounding areas. This will increase

256 _
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The Teacher as Adviser

students’ perception of both your authoritativeness

and your degree of concern for them. Moreover,
presenting options decreases everyone’s helplessness

by emphasizing hope and choice. Lists of services
pertaining to eating disorders may be obtained from
an_eating disorders association (see Appendix I), a

,,,,,,,,,

nearby hospital, a mental health association, and the
reference expert at the public library.

___ Be compassionate and forthright. Tell
the student directly that you are concerned about

him or her. Present the specific reasons for your
concern, emphasizing health, apparent unhappiness,

conflicts at school, unexpectedly low academic per-
formance;- and obvieus evidence of bingeing and
purging. Telling the student that he or she is “‘too

thin” or “too committed to dieting” is of little or no
value, and, indeed, may be taken as a complimient.

Similarly; use of the labels “anorexia nervosa” and

“‘bulimia” is often counterproductive; once again, the

issue for teachers is not diagnosis, but concern for
someone -who - meets - the criteria of inefficiency,

misery, alienation, and disturbance (see Chapter 1),
Convey your desire to get involved in the process of

helping by expressing a willingness (not a need) to
provide literature, to obtain information zbout ser-

vices; to talk with the student further, or tc accom-
pany the stuilent o see the school counselor or
psychologist. "'st'z 10-2 lists several publications
that should 1 ..t the needs of most teenagers for
straightforwarc’. in‘nrmative, and readable material
(See alSO Aﬁf)éfx ).I) o . T
-~ - o dreprLoylos of empathy and henes-
ty should also i~ arnlied in conversations with
students who ai. ionc2rnec. =bout a friend whom
they suspect of i=v'ig an ecting disorder. Their
genuine ccicern is .#iey ixeu with eenfusion about
the symptoms_an:! ¢ 'e wagmest of abnormality, and
with -fear ¢ repercussion. from ‘“‘turning someoiie
in.”" In talking with ti:icse responsible students; keep
in mind how an adult {c.:s when a -wlleague seems
256
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’i‘ai)ie 10—2 Seiected Pui)ilcai:ions

About Anorma Nervosa (#1452) and About Bulnma (#1453)

These “scnptographc pamphlets are desxgned to convey a
large amount of information in-a brief, simple, and. straightfor-

ward - fashion. They are in mdeSpread use _in mental health
associations,_libraries, hospitals; and high schoois. Information
aboiit mdmdual or bulk purchases is available from the Chan-

ning L. Bete Company, Inc., 200 State Road, South Deerfield,
MA 03173:

ﬁ’i:,; :',N;;;: ,a:;ta Bﬁii;l;;:, Tﬁ R E;ﬁ‘ig Bi_sli,;;;; B§
Beverly Jacobson }
Although it is also designed for the lay reader, tlus publxc

affairs pamphlet - (#632). provides more. detailed and better

organized information than the scriptographic ‘pamphiets. Infor-

mation about individual or bulk purchases is available from

flzuyyhc Affairs Pamphlets, 381 Park Avenue South, New York,
10016.

Anorexm Nerwsa and Buizmm by J Bradley Rubel

in- stralghtforward lagguage For example, ]that i§ anporexia

nervosa? What is bulimia? ¥ "hy should I know about anorexia
nervosa -and bulimia? How does_ anorexia nervosa (bulimia)
begin? What are the Symptoms of -anorexia nervosa (bulimia)?

Can ano;e;na nervosa and bulimia be treated successfully? But

aren’t __anorexics and bulimics happy?—After all, they are
controlling their weight. This pamphlet can be obtamed from
Anorexia Nervosa and Related Eating Disorders Inc.,
(ANRED), P.O. Box 5102, Eugene, OR 97405 (503—344—1144)

The Best L:ttz‘e Glﬂ n tire Wortd by Steven Levenkron (Chi’cz-

ggé l(’ldntem;idréry Books; 1978 or New York: Warner Books,
1

Steven ievenkron, an mtematlonally known expert on the
treatmert of eating disorders, is the author of this novel about a

teenage &irl’ s descent into anorexia nervosa and her successful
participation in a hospital-based program of weight restoration
and nurturant-authcritative psychotherapy.

bcfore recom=. - 1dmg it to teenageﬂ‘
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Table 10-2—Contirued

Whm W'II We Ji&'g’h Agam? meg and Dear ing wzth Anorexia
Nervosa and- Bulimia by Barbara P. Kinoy and others (New

York: Columbia University Press, 1984)

This 135-page book is a.sensitive and sklﬂful blend of up-to-
date facts about eating disorders and numerous personal state-
ments by anorexics, -bulimics, and their families. Information

about - - purchase is avaxlable from. the Amencan Anorexm/

Hnless the sxtuatmn is an emergency,

céiicei'iied ﬁ'lends should be encouraged to make the

choice themselves. Teachers can facxhtate responsi-
ble decision making by confirming the seriousness of
the matter, acknowledging the ability of adolescents

to make mature choices, being aware. of optlons and

helping to formulate the ethical question: ’
angry friend . . . better than a severely
one?”’ (10,-9.. 223) It is likely that &

student will be angry, but it is alsc very

that the friendship will weather the st: i c
case for- -the adult whose collezgue « = -
drinker; it is very dlfﬁcult for students to uec.de to

mtervene in a peer’s life. Consequently, as ai a Wvis-
er, the teacher should be patient and remain avail-
able for consultatxen and support:

-Be patient. Be prepared for the possr
blhty that students with eating disorders and their

friends will need time and further opportunities for

discussion before accepting your concern-and taking
your advice. Even if _you are certain that the anorexic
or bulimic student is wrong in protesting that “ev-

erything is really OK,” it is very important to

respect the adolescent s struggle for autonomy. Un-
less the student is suicidal - or completely out . of

control, accept his or her need to think it over. Make

sure, - ﬂowever, to leave the student with the impres-
sion that (a) you feel strongly that something is the
matter, (b) you are more than willing to speak

further with him or her about the matter; and (c) you

care enough to check back soon with the student on
how things are goinig.
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I(now w}iut to do in an emergenc:y Ask
school admuustrators school nurses, and counseling
personnel to help you prepare ## - advance for. the
possibility that a student you reach out to will be

suicidal, light-headed from starvation, or bingeing
and purging out of control. As a general rule, if the
student has a specific plan for self-destruction with a
lethal -and available method, treat this communica-

tion of despair as a medical emergency analogous to
a severe blow on the head: do not leave the person
alone and send someone fer help

eatmg dlsorder Gvernvolvement By sc}iool staff is

an BoneSt reactlon to concern and confuswn, but It iS

wﬁlmgness to “do anytﬁmg” for that student into

arger, ﬂespalr, or dissociation, all of which only hurt
the student in the long rut. Do —not promise _to be
available _ “any time” for consultation unless you

really mean it, unless you are honestly prepared for

contacts late at night or on weekends. If the student
requires your continual support in a way that begins
to encreach on your life, ‘however, the problem is too

big for.you to handle. Your irritation in this regard is

a signal that it is time to seek assistance from
administrators and counselors. Do not fall into the
trap - of premising the student you will keep the

problem a secret; this may be a promise that your

responsibility to a young life prevents you from
keeping.

Adbvising the School System
The Fall In-Service Meetmg Eatmg

dlsorders iind unhealthy weight management prac-

tices are mgmflcant health problems for many teen-
agers. Thus, it would be reasonable for a teacher or,

better yet, a _group. of teachers, counselors, and

nurses to request that the back-t o-school in-service
meeting -address these issues. If the school system is
prepared te make a major commitment to educating
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staff, an entire -morning could be devoted to a
program- prev:ded by an eating disorders association.

If there is time for only a short presentation, a local

expert could be invited to speak on the most relevant

topic for the- group——fcr example, - ‘‘Definitions;, De -
teetion, and Referral.”” For more information aBout

the best 1 ‘way to educate the staff of a school system
contact one or more of the eating disorders associa-
tions listed in Appendix I.

School Counselors and. &'ﬁwi Nurses

It is very unportant for teachers interested in-the
prevention of eating disorders to coordinate their
efforts with these -of school counselors, - school

nurses, .and psychologists. Before Ehscussmg the

matter with them, encourage these professionals to
read a chapter called- “Junior_ High and High School”

(14) in -Neuman -and - Halvorson’s Anorexia Nervosa
and Bulimia: A Handbook jor Counselors and Thera-

pists (10). Written by Janet M. Pratt; a counselor for
junjor -and -senior high schoel students -in Fargo,
South Daketa, this chapter will previde school coun-

selors and scﬁool nurses with a number of practical

suggestions for detection and referral, working with
teachers, educating and advising parents; and pro-

moting adeleseent development:

B The School Lzbranan/Medza Cenﬁzr
Dzrector The prevention of eating disorders requires
the availability of appropriate literature for students,

teachers, counselors, nurses, and parents. Teachers

are strongly encoui-qged to work closely with-the
school librarian/media center director, the school
nurse, and an eating disorders association to select,

organize, and update the books and articles on eating

disorders -and related topics (for example, -fashion
and health) that are mest appropriate for_different

developmental levels (11; 14; and see Appendix II).

Once the materials for students are in place, the
librarian/media center director should find -a way te
keep confidential the names of these whe check
them out. (14).

The School Newspaper.- Many sti-
dents, teachers; and parents read the schoeol newspa-




THE ROLE OF SCHOOL EMPLOYEES

per. Teachers could éricoiirage the ?ééiiity, adviser

and the student editors to develop a series of articles
concerning eating disorders and their relationship to

fashion, diet, self-esteem;, relationships, and so forth.

The Teacher
in the Commus; ity

o .- Any school employee who is very
comnmitted to the prevention of eating disorders may
wish to become involved in educating the public
about anorexia nervosa, bulimia, and the role of the
school system in prevention. There are many ways -in
which educated lay people can contribute to public
education (8). Two of the foremost are public speak-

ing and use of the media.
Public Speaking

- _-_-Teachers are in an excellent position

to combine their communication skills, knowledge of

eating disorders, - and position - of respect in the
community into clear and effective presentations to

civic_groups, child conservation lcagucs, mental

health associations, adult education classes, fraternal
groups, and -adult sororities. One need not-be an
expert clinician to provide people with good basic

information about the nature of eating disorders,

warning signs, resources for treatment; sociocultural
factors, and the role of public education. In fact;
most of these groups are constantly searching for

local speakers with topics of current interest.

The Media

Nerspagers. Pacticularly in _smaller

towns, where the Lumter of si4f7 for the writing of
feature cterizy is low =und the interest in local
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Conclusions and Implications

dtsordets Teachers of speech ﬁealt}i ﬁome econom-

ics, or Engiish could work w1th students in the class

paper under ]omt authorshlp

- - Distribution-- of - Literature. Teachers
who do_riot have t5e inclination or time to write

about eating disorders may choose to obtain pam-

phlets about. anorexia nervosa and bulimia from an
eating disorders association. These can be distribut-
ed to any number of organizations that consemt to

display them—for example, public libraries, churches

and temples, doctors’ and - dentists’ offlces (severe
dental problems can result from buhmla) and super-
market bulletin boards. If the association has only a

limited number of free pamphlets, the committed

school employees should consult the local or national

mental health association; or a nearby hospital, about

the possibility of securing funds for the purchase of

sufficient numbers.

Radso. Most radlo stations have at
least ¢ one commumty affairs program. There is no
reason why a teacher would not be welcome on this
type of show to discuss adolescent developinent,

eating disorders, and the school system.

and Imphcatlons
Primary i’févéﬁiiaﬁ

~Conclusions. The primary . preventlon

of eatmg chsorders requires the elimination of factors

that place adolescents at risk for developmg anorexia
nervosa and bulimia. As discussed in Chagters 7
through 9, these factors include the worship . of

thinness, -ignorance about normal Welght regulation

and nutrition, low self-esteem, sexism, negative cop-
ing - skills; and fanaticism, to name bt a few. Such
problems reflect -sociocultural  influences to some

extent, and school is a very important part of social

2(‘2
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experience during the ad-lescent years, This, teach-

ers, working within a supportive schoo! system, are
in an excellent position to help psychologists and

psychiatrists combat ignorance, promote healthy de-
velopment; and otherwise transform *‘‘sociocultural

influences” from a risk factor into a preventive

force. The focus of educational efforts could be-any

or all of the following: students, faculty, counselors,

nurses, librarians/media center directors, and any
other members of the school staff, parents, or the

general public. 7
- . . Implications. Teachers who are con-
comed about the prevalence of eating disorders and

dysfunctional eating habits should incorporate mate-
rial on thess topics into their lesson plans. These

lescons wi'i be most effective if they are coordinatid
v:uh the ~ducation of schoel personnel and otker
wesnlz dedicated to the develupmient <i healthy
etudents. Although there i= no scientific evidence
# uble on the snbject, =xper: are agreed that
caring, well-informed, and scrisitive teachers can
make a difference. One neced not be an expert to
star people thinking «ni talking about something
important.

Secondary Prevention

_ Conclusions. Secondary prevention re-

quires an awareness by school employees and stu-
dents of the warning signs of an eating disorder, the

resources for professional therapy, and the -basic
skills involved in helping anorexics and bulimics
receive effective treatment. With eating disorders in

particular, an illness of short duration is a very

strong predictor of success in treatment. Given the
amount of time adolescents spend away from home,

and - given the distinct possibility of pronounced
conflict within the families of anorexics and bulimics,

peers and teachers are often in a better position than
the family to observe, acknowledge, and act upon the
early signs of anorexia nervosa or bulimia.
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Conclisions and Implications

Implications. Teachers who are con-

cerned about the destructiveness of eating disorders
should educate themselves and their students about

identification and referral, understanding and sup-
port, the ethics of helping someone who may initially
be: resistant; and the distinction between effective

helping and irresponsible overinvolvement.

Careful Planning

- Conclusions. Topics such as body i--

age, dieting, sex-rolr -tereotypes, self-esteem, ar. '’

psychotherapy are sc.. .tive ones for most teenagers
(and teachers). Consequently, teachers should plan
both -their lessons on eating disorders and their
advising function very carefully, using these
guidelines: S o

1. Examine honestly your attitudes about these
Z Eﬁﬁics; - - - - . . L Tl I
2. Educate yourself about eating diserders; rele-

vant literature for teenagers, resources for facili-
tating classroom discussion, and community ser-

vices. for the treatment of anorexia nervosa and

bulimia. Contacting an eating disorders associa-
_ tion is a very good way to begin this process.
3. Coordinate your efforts with those ¢: the school
counselor, the school psychologist, the sehool
nurse, the school librarian/media center director,

and other. staff. Most people—anorexics, buli-
mics, . psychologists, teachers—feel better and
work more productively when they are part of a
meaningful network. =~ ,

4. Work to develop an atmosphere of respect for

self and others in the classroom. Demonstrate by
your own actions what it means to be compas-

sionate, forthright, and patient in discussing a
sensitive subject. |

5. Know your limits: you are a teacher or other
school employee and an adviser, not a therapist
or diagnostician:
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Implwatwns This book should not be
seen as the only resource necessary for the effectwe
discussion of eating disorders with students in the

classroom and mtli those seekmg adwce about an-

the schwl nurse, and an eating dlsorders assoaatlon

book or person to. dehtmt it yet Thus, by virtue of

their skills and their immersion  in. the lives of

adolescents, school staff are in a posmon to shape
the preventlon of eatmg dlsorders in creative, excit-
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APPENDIX I

Eating Disorders

Qi‘ ;:,;7;;2,;7?’ tion -

Anyoné seriously interested in find-

ing out more about eating disorders for purposes of
classroom instruction, student advising and counsel-

ing, staff development, or public education_should
contact the national eating disorders associations

plus a regional erganization or a hospital-based clin-
ic. For example, the list of readings in Appendix II is

based in large part on re_ommendations published by
the four national eating diserders associations, as are

some of the specific suggestions for teaclivrs that

comprise Chapter 10.

National Organizations
Names and Contact Information

American Ancrexia/Bulimia Association, Inc.
(PaA/BA) ool

(founded 1978)

133 Cedar Lane -

Teaneck, NJ 07666

201-836-1800

Anorexia Nervosa and Related Eating Disorders, Inc.
(AI:RED); oo

(founded 1979)

P.O. Box 5102

Lugene, OR 97405

503-344-1144

National Anorexic Aid Society, Inc. (NAAS)
(founded 1977)
5796 Karl Road - - -

Columbtis; OH 43229
614-436-1112
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APPENDIX 1

National &moclatlon of Anorexxa Nervosa an& Asso-
ciated Disorders (ANAD)

(founded 1976)

Box 271 ,

Highland Park, IL 60035

312—831 3438

General Description of Services

Aéééi'dliig to Amy Baker Ennght

Executlve Dtrector of the National Anorexic Aid
Society (see -listing above) and the Center for the

Treatment of Eatmg Diserders in Columbus, Ohio:

origin, mission, [and] the -nature of - the services jhe

provide. . ... All four organizations were founded by wom-

en. Two of the founders are parents of daughters who
suffered from an eating disorder; and the other two-had

themselves recovered from an eating disorder. These

organizations were created to provide information and
support to family members and to persons with anorexia
nervosa and bulimia. Each organization provides a nation-
al telephone hotline; -printed -information on- eating - disor-

ders; periodic newsletters; referral resources for -profes-
sxona:l treatment and self-help/support groups; workshops;
seminars; and conferences for the lay and professioral

communities; and consultation to parents, proiessxonals

gnd the media: (Enright, Butterfield, and Berkcwitz, p.
98)

1 strongly encourage people seekmg
more mformatlon to contact all the national associa-
tions. The st rices of each one are slightly different,

and together their newsletters and publications pro-

vide an extraordinarily rich source of new reference
works, personal statements by anorexics, bulimics,
and their families, research updatas, tips on advising
and counseling, and forthcomi:g workshops. More-

over, 1 have found that all the organizations are
fj’n:nuly, responsive; and extremely interested in pre-
ventive education.
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Regic: - 14 r7janizations and

Eating Dis.rlers Clinics

vn-clors;, and parents

- Teachers, covr
can also obtain useful inforr:tion from- regional

eating disorders organizations that are no less dedi-
cated than the national asseciations. Examples in-
clude the Pittsburgh Educational Network for Eating
Diserders, Inc., and the Center for the Study of
Anorexia and Bulimia in New York. _The_composi-
tion, mission;, and location of these regional groups

are subject to change so it is a. good idea to contact
both the national eating disorders associations and
nearby hospitals, mental health associations, or men-
tal health centers to obtain information concerning

the most effective regional organization in your area.
. Eating _disorders _ clinics are, of

'c,’()’iiréé;,,,éééiéﬁéd -primarily to provide specialized

treatment services for anorexics, bulimics, and their
families. As a rule, however, they are also committed

to_primary and secondary prevention (see Chapter

10). Censequently, teachers should not. hesitate to

(Neuman - and Halvorson). The addresses of the
nearest clinies can be obtained from the national and

state organizations.
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“‘Additional Sources of Information and Support,” pp. 203-11.)
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APPENDIX 11

Suggested
Readm *

Although the hterature on eatmg
disorders is rapldly expanding, there are many excel-
lent books available that have stood the test of fast-
paeed developments in the understanding of anorexia

nervosa and bulimia. The lists that follow are not

comprehensive, because my intent is primarily -to
help readers begin ihe process of tracking down
literatire that will be most useful to them.-Unless
otherwise - denoted, it should be assumed that the

books or pamphlets listed are intended for teachers
and parents not students.

_._. _Here are some- gmdelmes for making
effectlve use of the suggested readings:

1. With one exception, do not recommend é book to

a_parent or student. without having read it.- The
except'on 1s The Golden: Cage by Hﬂda Btuch

article: Oldis, K.  O. ‘““Anorexia Nervosa The
More It Grows, the More It Starves’ (Young
Adult Literature). E#rglish Jowmal (January
1986): 84-87.

3. Wocrk with your school and/or puth hbranan to
identify new books and to obtain reviews of both
newer and older literature. Note that the news-
letters. published by the National Anorexic Aid

Society and the American Anorexia/Bulimia As-
sociation (see Appendlx I) contain lists of new
books and book reviews.
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4. 1f you are interested in an advanced book, begin
with Anorexia Nervosa: A Multidimensional Per.
spective, by P. E. Garfinkel and D. M. Garner
(New York: Brunner/Mazel, 1982).

General Information
Introductory

Abraham, S. F., and Lleweliyn-Jones, D. Eafing Disorders: The
Facts. New York-Oxford: Oxford University Press, 1984.
Boskind-White, M., and White, W. C., Jr. Bulimarexia: The
BingelPurge Cycle: New York: W. W. Norton, 1983.

Bruch, H. The Golden Cage: The Enigma of Anorexia Nervosa.

Cambridge: Harvard University Press, 1978. (Appropriate for
teenagers). o L
Cauwels; J. M. Bulimia: The Binge-Purge Compulsion. New
York: Doubleday, 1983. =
Chenin, K. The Obsession: Reflections on the Tyranny of Slender-

ness: New York: Harper and Row, 1982. =~~~
Claypool, J:; and Nelsen, C. D. Food Trips and Traps: Coping
with Eating Disorders. New York: Franklin Watts, 1983. (Ap-
mpmte fﬁf téenégérs’ ool o T -
Crisp, A. H. Anorexia Nervosa: Let Me Be. Orlando. Fla.: Grune
and Stratton, 1980. ) |
Question of Shape. Boston: Faber and Faber, 1980,

Kinoy, B. P., and others. When Will We Laugh Again? Living

and Dealing with. Anorexia Nervosa and Bulimia. New York:
Columbia University Press, 1984. o
Messner, 1983. (Appropriate for teenagers)
Levenkron, S. Tresting and Overcoming Anorexia Nervosa. New
York: Charles Scribner’s Sons, 1982. o
Melville; J. The ABC of Eating: Coping with Anorexia, Buliwmia
and Compulsive Eating. London: Sheldon Press; 1983.
Neuman, P. A., and Halvorson, P. A. Anorexia Nervosa and
Bulimia: A Handbook for Counselors and Therapists. New York:
Van Nostrand Reinhold. 1983: S
Palmer, R. E. Anorexia Nervosa: A Guide for Sufferers and
Their Families. New York: Penguin, 1980.

Pope; H: G:, jr.; and Hudson, J. 1. New Hope for Binge Eaters:
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Advances in the Undersianding and Treatwient of Bulimia. New
York: Harper and Row, 1984.
Squire, S: The Slender Baiance New York Putnam 1983

Vincent; L M. Competing with _the Sylph: Dancers and the
Pursuit of Ideal Body Form. New York: Andrews and McMeel,
1980.

Advanced

Andersen A E Practical Comprehenszve Treatment of Aworexia
Nervosa..and Bulimia. Baltimore: Johns Hopkins University

Press, 1985.

Bruch; H. Eatmg Dzsorders Obeszly Ammma Nervosa, and the
Person Within. New York: Rasic Books, 1973

Emmett, S. W., ed. Theory and Treatment of Anorexia Nervosa

and B:dmnaf meedzmi ‘Sociccultural, and Psychological Perspec-

Garfink 77777 él P. E. - and Garner D. M. mefi;:tzi Nervosa: A
Multidimensional Perspedwe New York: Brunner/Mazel, 1982.

Orbach, S. Hunger Strike: The Anorectic’'s Struggle as a Mets-
phor jor Our Age. New York: W. W. Norton, 1986.

Palazzoli, M. S. Self-Starvation: F'om Individual to Family

Therapy-in the Treatment of Anorexia Nervosa. Translated by
Amold Pomerans. New_ York: Jason Aronson, 1978.

Vandereycken, W., and Meermann, R. Anorexia Nervosa: A

ggsn‘iman 's Guide to Treatment. New York: Walter de Gruyter,

FlCthll and Autoblography

Young Adults

Katherme Oldls M Ed teaches at

the better ones that she has read and reviewed to
meet the needs of students who ask her for fiction
and autobiographies about eating disorders (see Ref-
erences [Oldis; 1986] for the reviews):
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Sugpested Readings and Fils
Fiction

Ay&t D Katie. New York: S;hdiaStigi 1986; S
Dean; K: S: Maggie Adams, Dancer. New York: Avon, 1980.
Hautzig, D. Second Star to the Right. New York: Avon, 1981.
Josephs; R. Early Disorders. New Yori:: Farrar, 1980. (More
mature teens) e
Levenkron, S. The Best Little Girl i+ the World. New York:
Warner; 1978. (See aiso the sequel: ;i ssa. New York: Popular
Library/Warner, 1986.) _ S R
Ruckman, 1. The Hunger Scream. New York: Walker, 1983.
Snyder; A: Goodbye, Paper Doll. New York: Signet. 1980 (More
mature teens)

Autobiography
1979. : R
MacLeod, S. The Art of Starvation: A Story of Anorexia and
Survival.: New York: Schocken, 1982.

Pamphlets on Eating

Disorders

About Anorexia Nervoss (#1452) AND About Bulimia (#1453)
Scriptographic- pamphlets «vailable from
Channing L. Bete Company, Inc.

200 State Road - I
South Deerfield, MA (3173

Anorexia. Nervosa and Bulimia by J. Bradley Rubel

Available from D e L
Anorexia Nervosa and Related Eating Disorders, Inc. (ANRED)
Pf,,,o,,L 3035102, Lol Ll LTl

Eugene; OR 97405 (503-344-1144)

Anorexia Nervosa and Bulimia: Two Severe Eating Disorders by
Beverly Jacebson - -

Public Affairs Pamphlet #632 available from

Public Affairs Pamphlets

381 Fark Avenue South

New York, NY 10016
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Avaxlable from
Communication. ard Public Service Division

Father Flanagan s Boys’ Home
Boys Town; NE 68010

,,,,,,, - The November 1985 February 1986 issue of
the newsletter of the Amencan Anorexia/Bulimia Association;
Inc.-(see Appendix I); notzs that the following pamphlets- are
available from Haze]ﬁéggﬁEducatxonal Materials, Pleasant Valley
Road, Box 176, Center City, MN 55012 (800-328-9000 or
612-257-4017 in Minnesota; Alaska, or outside the United

States):

Learn Aboat Ea.ing Disprders

Bulimia: The Binge-Eating and Pargmg Syndrome
Recovering (The Story of an Cvercater)

Relapse for Eating Ihsorder- Sufferers

Killing Ourselves- with Kindness

Accepting Powerlessness

Bulimia: The Binge-Purge Obsession {color; 20 minutes)
Rental ard purchase information available from

Carle Medical Communications

510 West-Main Street. - -_-

Urbana, IL 61§01 (217-384-4838)

Dzetmg—The Danger Pomt (color. 20 mmutes)

Rentat and purchase information available from
CRM/McGraw-Hill Films

100 Fiftee:th Street -

De] Mar CA 92014 (619-453—5000)

The. Hunger Artist: A Portrait of Anorexia Nervosa (30 mmutes)
Rental and purchase information available from
Fat Chance Films .

Kdimg Us &fﬂy (color 39 mmutes) g

Film about the impact of the portrayal of women in adv“rtxsmg
on women's body image. Rental and purchase infc:mation
available from- ... .

Cambridge: Documentary films

PO . Box38 - - = -

Cambridge, MA 02139 (617-354-3677)
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Suggested Readings avd Film

The. Waist Land: Eating B?é&;ﬂeri(%mmtggsl
Rental -and purchase information available from
Coronet/} 1 -iilm and Video, Distributors of

Zorporation of American
108 Wilmot K
Deerfield, IL ¢

IMPORTANT NOTE: Never show a film without previewing it
first to determine both its suitability for your audience ar- its
connection with your lesson(s).

Books or Relate” Su:hjects

Bennett, W. G, and (. in, J. The Dieter's Dilemma: Eating
Less and Weighing More. New York: Basic Bcoks, 1982.

Gilligan, C. In a Different Voice: Psychological Theory - and
Hg’gvgren‘s Development. Cambridge: Fzrvard University Press,
1982. S S
Kanc;, S. Making Peace with Food: A Step-by-Swep Guide to

Freedom from -Diet Weighti Comflict. Allston, Mass.: Amity
Keys, A, and others. The Biology of Human Sizivation. 2 vols.
Minneapolis: University of X finncsota Press, 1950.

Millman, M. Such a Prey Face: Being 71t in America. New
York: W. W. Norton, 1980.
Orback, S. Fat Is a Femixist Issue II. New York: Berkeiey
Polivy, J., and Herman; C. P: Breaking the Diet Habit. New
York: Basic Books, 1983. - S

Cowers, P..S. Ghesity: The Kegulation of Weight. Baltimore:
illiams and Wilkin  '980:

Kod

Teaching About Emotional
Subjects: Two Model
Curricuium Guides

Adolescent Suscide: A Prevention Approach. Teacher's Curricu-
lum and Guide; 1984. Available from

Help Hotline; Inc:

F.OQ. Box-46

Youngstown, OH #4501 (216-747-5111)
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::ktﬂs for Vigsrnce-Free Relatwnslizps Curriculum for Young
People, Ages 13-18. Written by Barrie Levy; 1984. Available
from :

Southern Cahfcrma Coalltxon on Battere* Women

PG Box 5036 . - - -

Santa Monica, CA 90405 (213 -392-9874

References

Fmoy, E P. and others When Wiil W2: ,.augh 1gam’ Living
and Dedling with Amnorexia Nervosa. and Bulimia. New York:
Columbia University Press, 1984. (See pp. 133-35))

Oldis, K. G *'Anorexia Nervosa The More It Crows, the More
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men,” pp. 233-34.)

Note: Suggest-d readings and films were 7153 obtamea from

literature generously provided by four:of ihe national eating
disorders associations_listed in Appendlx I

American - Anorexia/Bulimia Assoczauonf(AAffBA)
Anorexia Nervcsa and Related Eating Disorders, Inc:
(ANRED)- -

National Anoréxic Aid Socie'y (NAAS)

National Association of Anorexia Nervcsa and Asso-

ciated Disnrders (ANAD)
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